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(The following article is composed of portions 
‘rom a lecture by Dr. Perrin H. Long, at St. 
Mary's Hospital, London, and published as a 
paper in THE LANCET, June 24, 1950. The 
wriginal article was entitled ‘The Experimental 
Background and Clinical Use of Antibiotics’. 
(hose sections have been chosen which seem of 
ereatest clinical interest. Dr. Long stated that the 
data and tables were modern on August 15, 1950. 
[he report certainly is one of the finest summar- 
ies and comparisons which has become available. 
The subject could be most confusing if one had 
to rely only on individual reports about various 
drugs and the claims of the many manufacturers. 
ARIZONA MEDICINE is grateful for permis- 


sion to reproduce it). 
o ° °O 


TODAY, the practioner of medicine will be 
found wanting unless he understands clearly 
the experimental background for the clinical use 
of the many antibiotics which are, or soon will 


be, at his disposal. To serve efficiently his pa- 
tient who is suffering from an infectious process, 
he must choose that antibiotic which experimen- 
tal and clinical experience has shown to be best 
for that particular infection. His knowledge must 
be such that he unerringly administers the anti- 
biotic of choice. 

Five years ago this was easy: one recommend- 
ed the use of penicillin if it appeared to be in- 
dicated. Four years ago the situation became 
more complicated owing to the introduction of 
streptomycin, an antibiotic which is highly ef- 
fective not only against many gram-negative 
bacillary organisms but also against certain gram- 
positive ones. But even then the choice of anti- 
biotics was not too difficult. Now the situation 
has changed. One has the choice of bacitracin 
for use in limited spheres, or of aureomycin, 


°From the Department of Preventive Medicine, The Johns 


Hopkins University School of Medicine, Baltimore. 


chloramphenicol (‘Chloromycetin’), or terramy- 
cin in a wide variety of infections; and polymy- 
xin, neomycin, and viomycin may soon emerge 
over the clinical horizon. Other effective anti- 
biotics will undoubtedly be discovered, and, 
with each new therapeutic agent of this type, the 
practitioner's problem of choosing the right one 
for the treatment of his patient become more 
complex. 

However, this multiplicity of antibiotics is all 
to the good, at least as far as the patient is con- 
cerned. The increasing range of efficacy of these 
agents against infectious processes, the ease with 
which they can be administered, and the cer- 
tainty of their beneficial action have completely 
altered the medical, social, and economic aspects 
of infectious diseases. In most instances the 
practioner can confidently assure a patient who 
is suffering from an infection that he will be 
well in a short time. This undoubtedly improves 
the relations between the practitioner and his 
patient. The latter benefits socially and econom- 
ically by frequently being spared the costs of 
catastrophic illness, and, since certain of the anti- 
botics such as aureomycin are admirably suited 
for home use, the costs of hospital and other med- 
ical care are often avoided. Furthermore, with 
the development of new antibiotics and with an 
increase in our knowledge of possible prophylac- 
tic uses for these agents, they are becoming ex- 
ceedingly valuable in preventing certain infec- 
tious processes from developing after exposure 
has taken place, and in minimising the serious- 
ness of others. Thus the proper choice and use 
of antibiotics for the control and treatment of 
infections assumes a very important role in the 
practice of medicine, because they concern not 
only the life and well-being of the patient but 
even his social and economic status. This paper 
presents relevant data from our own laboratories 
and our own clinical experience. 
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(Sections on Experimental Toxicity, Antibac- 
terial Effects In Vitro, Bacterial Resistance, 
Treatment of Experimental Infections, and the 
Pharmacology of Antibiotics have been deleted. 
They may be studied in the original paper in 
THE LANCET.) 


THE ANTIBIOTIC OF CHOICE 

Having sketched the background of experi- 
mental work, we shall now attempt to sum- 
marise current thought concerning the selection 
and use of antibiotics. (We shall confine our- 
selves to the systemic use of antibiotics, because 
we think that their employment as topical agents 
is generally unnnecessary and often dangerous. 
Sensitisation to an antibiotic can most readily 
be produced by its local use. ) 

The subject is dynamic: what is first choice 
today may not be recommended at all a year 
hence—so rapidly is work progressing. But 
though our recommendations, presented in tables 
I and II, are liable to revision as experience 
increases or new antibiotics are developed, there 
are nevertheless certain fundamental rules which 
the physician should bear in mind: 

1. Adequate doses should be employed. The 
aim should be to bring the infection under 
control as quickly as possible. This is 
especially important in the treatment of 
severe or fulminating infections. 

. Do not overtreat the patient. Antibiotics 
are often expensive, and all of them can 
produce toxic reactions. Watch carefully 
the clinical and laboratory response of the 
infection to therapy, and when in your opin- 
ion the infection is controlled discontinue 
treatment. 

. Remember that in most instances the re- 
sponse should be prompt. As a rule, if 
definite clinical improvement is not evident 
within one to three days, the physician 
should question the value of further ther- 
apy with the particular antibiotic he is using 
in the particular case. 

Necessarily this last statement must be 
qualified by a knowledge of the natural his- 
tory and pathological nature of the infec- 
tion. Infectious processes of soft tissues 
which are of short duration generally clear 
up quickly; while those in bone, in thrombi, 
and in certain other tissues require longer 
exposure to the antibiotic agent. It is also 
important to know whether the antibiotic 
has a bactericidal or a bacteriostatic action 
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against the agent causing the infection. If 
the action exerted is bactericidal, the thera- 
peutic response is generally very prompt; 
while if it is bacteriostatic, the response 
may be slower and treatment must be more 
prolonged. Here, too, thought must be 
given to the phenomena associated with a 
natural recovery from the particular infec- 
tious process, especially in relation to im- 
mune responses. When certain infectious 
diseases are treated very early in their evo- 
lution, and therapy is discontinued as soon 
as a good response to treatment has been 
obtained, there may be a rapid relapse be- 
cause immunity has not developed. 

. While infecting micro-organisms frequently, 
and often quickly, develop “step-like” resis- 
tance to streptomycin, and less frequently 
to penicillin, they seldom develop a simi- 
lar resistance to aureomycin or chloramphe- 
nicol. 

. In severe or fulminating infections, if two 
or more effective antibiotics are available, 
use them simultaneously. The aim of all 
antibiotic therapy is to bring the infection 
under therapeutic control as speedily as 


possible. (See Table III.) 

. Don't give antibiotcs “on a hunch that they 
might do some good.” Use them only when 
there are indications that their administra- 
tion is a rational procedure. Only too often 
antibiotics are employed without any logic 


for their use. This practice increases the 
cost of medical care to the patient or tax- 
payer, increases his chance of becoming 
sensitised to the antibiotic, and does no-one 
good. 


PROPHYLACTIC USE OF ANTIBIOTICS 

As the range of effectiveness of antibiotics 
against infections has been increased by the dis- 
covery of new agents, so too have the uses of 
antibiotics in the prophylaxis of infections. These 
uses are portrayed in table IV. Of especial in- 
terest are the following: 

The administration of 300,000 units of crystal- 
line penicillin G by mouth, or of 300,000 units of 
procaine penicillin G by the intramuscular 
route, will markedly decrease the incidence of 
gonorrhoea in those exposed to the chance of 
this infection. 

The prompt administration of 600,000 units of 
procaine penicillin G in oil, with 2% aluminium 
monostearate added, will decrease the incidenc 
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of syphillis in those exposed to this infection. 

In closed communities, crystalline penicillin 
G, given by mouth, can be used in the preven- 
tion of B-haemolytic streptococcal or meningo- 
coccal infections. 

Aureomycin given by mouth in doses of 2 g. 
a day for three or four days appears to be highly 
effective in the prophylaxis of puerperal infec- 
tions. 

In rheumatic subjects the intramuscular ad- 
ministration of procaine penicillin G before and 
after the extraction of teeth, the removal of ton- 
sils, or for that matter any operative procedure 
around the nose or throat will materially aid in 
preventing the development of subacute bacter- 
ial endocarditis. 

The same is true when, before operations on 
the large bowel in older patients, streptomycin 
is given orally, with sulfasuxidine, to decrease 
the flora in the large bowel. Antibiotics, alone 
or with certain sulphonamides, are also useful 
when operating on patients with perforating 
abdominal wounds, and in operating on the lung. 

The risk of infection after certain “clean” 


operations—e.g. for cataract—is much decreased 
by prophylactic use of antibiotics. In established 


infections, in which surgical interference is in- 
dicated, the proper use of antibiotics will greatly 
facilitate the control of postoperative spread of 
the micro-organisms. 

There can be little doubt that the intelligent 
use of antibiotics has been an important factor 
in the improvement of the results of many sur- 
gical procedures over the past few years. 


DOSAGE 

We shall not spend much time here on the 
dosage of the various preparations of the anti- 
biotics; for this subject is generally understood. 
A few points, however, are worth discussing. 
Penicillin 

Now that procaine penicillin G has been in- 
troduced, the use of crystalline penicillin G can 
ordinarily be reserved for certain severe infec- 
tions. When employed, it should be given in 
doses of 25,000 units and upwards by the intra- 
muscular route, at intervals of three hours day 
and night, until the infection is controlled. 

Among the procaine penicillins, the prepara- 
tion of 300,000 units of procaine penicillin G 
which has 100,000 units of crystalline penicillin 
G added to it is one of the most valuable. This 
may be given by intramuscular injection in aque- 
ous suspension in doeses of 300,000 units or more 
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at intervals of eight to twelve hours. It com- 
bines the features of continuous and intermit- 
tent therapy and is a good preparation to use 
in many severe and almost all moderate cases of 
infection which are susceptible to the antibac- 
terial action of penicillin. It also produces rela- 
tively few reactions. 

A less desirable preparation of procaine peni- 
cillin G is that in vegetable oil with 2% alumin- 
ium monostearate added. The usual dose, given 
by the intramuscular route, is 300,000-600,000 
units. As the release of the penicillin in the 
tissues is greatly slowed, detectable (but not 
necessarily therapeutic) levels of penicillin are 
found in the blood for about three days after 
the administration of a single dose. This prep- 
aration can be used in the prophylaxis of cer- 
tain infections, in the treatment of mild infec- 
tions which are susceptible to the effects of peni- 
cillin, and especially in syphilis. As a rule, in 
infections other than syphilis, procaine penicillin 
G in oil with aluminium monostearate added 
may be administered by the intramuscular route 
at intervals of forty-eight to sixty hours. 

The use of penicillin by mouth for the treat- 
ment of severe, moderately severe, or even mild 
systemic infections is not recommended. It is 
the least desirable way of administering penicil- 
lin, and an expensive one. 


Streptomycin 

At present, it is believed that dihydrostrep- 
tomycin offers no special advantages over strep- 
tomycin in the doses in which these compounds 
are now given, and there is little use for either 
except in tuberculosis. This statement is made 
because micro-organisms rapidly become resis- 
tant to the antibacterial effects of both these 
antibiotics, and because both may produce seri- 
ous and lasting toxic reactions. In the treatment 
of tuberculosis both are employed in dosages 
much lower than formerly. Thus, in tuberculo- 
sis other than miliary and/or meningeal, the 
recommended dose is now 0.5 of either com- 
pound by intramuscular injection twelve-hourly 
for at least forty-two days. In miliary or menin- 
geal tuberculosis, 0.75 g. of the antibiotics is 
given twelve-hourly for ninety to one hundred 
and twenty days. It is currently considered ad- 
visable in tuberculosis to use p-aminosalicylic 
acid (P. A. S.) in conjunction with streptomycin. 
In adults the daily dose of P.A.S. is 10-12 g., and 
it should be given in a flavoured alkaline men- 
struum. 
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Aureomycin and Chloramphenicol 

As will be noted from Table V, dosage sched- 
ules for aureomycin and chloramphenical are 
well established. With aureomycin, in severely 
ill patients treated by the oral route, the initial 
dose should be based on 10 mg. per kg. body- 
weight. For moderately ill patients the total 
daily maintenance dose by mouth is based on 
20-30 mg. per gk., and for seriously ill patients 
it is based on 50 mg. per kg. In either instance 
the total daily maintenance dose is divided into 
four parts, one of which is given every six hours. 
If it seems desirable, in seriously ill patients, to 
initiate treatment by giving aureomycin intra- 
venously, the sodium glycinate preparation 
should be used. The initial dose should be based 
on 10 mg. per kg. body-weight, while the total 
daily maintenance dose is based on 20-30 mg. 
per kg. The latter is divided into thirds, one of 
which is given every eight hours. But not more 
than 300 mg. of aueomycin should be given in 
one dose intravenously. 

With chloramphenicol, the initial or “priming” 
dose is based on 60 mg. per kg. This is divided 
into thirds, given at hourly intervals by mouth. 
The total daily maintenance dose is based on 
60 mg. per kg. for moderately ill patients, and 
60-120 mg. per kg. for seriously ill patients, divid- 
ed into four parts, one of which is given by 
mouth every six hours. So far, no commercially 
available preparation of chloramphenicol has 
been developed for parenteral use. Neither 
aureomycin nor chloramphenical should be given 
by the intrathecal route. 

Terramycin 

Terramycin is administered by mouth. Cur- 
rently (and this recommendation may well be 
changed as our experience increases) it is be- 
lieved that moderately ill patients should re- 
ceive a total daily dose based on 25 mg per kg. 
body weight. This may be divided into fourths, 
one of which is given every six hours. The 
dosage of terramycin for seriously ill patients 
has not been definitely established, but a reason- 
able basis for the total daily dose is 40-50 mg. 


per kg. TOXICITY 

The toxic reactions which may follow the 
administration ot pencillin, streptomycin, or 
dihydrostreptomycin are well known. Reactions 
due to the sensitisation of patients to these three 
antibiotics seem to be increasing, and it should 
be borne in mind that dihydrostreptomycin and 
streptomycin can cause permanent vestibular 
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damage and permanent deafness. 

As will be noted from table VI, the important 
reactions produced by aureomycin are nausea, 
vomiting, and loose stools (often amounting to 
a diarrhoea). It is believed that the nausea and 
vomiting are produced partly by an exogenous 
factor in the preparations of aureomycin at pres- 
ent available for administration by mouth. The 
looseness of the bowels results from disturbance 
of the bacterial metabolism in the colon due to 
the suppression of bacterial growth in that organ. 
Localized dermatitis has been noted when aureo- 
mycin ointment is being used, and a scaly or 
acneiform type of dermatitis has occasionally 
been’ reported when aureomycin was being ad- 
ministered. Drug fever has been noted rarely. 

Chloramphenicol produces nausea, vomiting, 
and often looseness of the bowels, but to a less 
degree than aureomycin. A scaly skin eruption 
and drug fever have been observed during treat- 
ment, and so has granulocytopenia, both granu- 
locytic and erythrocytic series being hypoplastic. 

Terramycin gives rise to nausea, vomiting, and 
diarrhoea in a proportion of patients. The sever- 
ity of the signs and symptoms seems to depend 
somewhat on the size of the dose. Skin erup- 
tions and drug fevers have been recorded. Terra- 
mycin, aureomycin, and chloramphenicol can all 
cause irritation of the mouth and tongue with 
soreness and ulceration. Renal injury or damage 
to nervous tissue has not yet been reported in 
patients receiving these three antibiotics. 


CONCLUSION 

Owing to its widespread (and often very 
injudicious ) use, reactions to penicillin are rapid- 
ly increasing in numbers and severity. Strep- 
tomycin and dihydrostreptomycin may produce 
permanent vestibular dysfunction and/or deaf- 
ness; and as there are better and less toxic anti- 
biotics for other types of infections, their use 
should be limited to tuberculosis. To date, 
aureomycin and terramycin have been relatively 
non-toxic, if nausea, vomiting, sore mouth, and 
diarrhoea are excluded from _ consideration. 
Chloramphenicol is known to cause granulocy- 
topenia and therefore might cause agranulocy- 
tosis. It is too early to say whether the popula- 
tion will become reactive to these last three 
antibiotics as it has to penicillin. Only time will 
tell. But we should remember that, up to the 
present, all antibiotics have proved poisonous to 
some patients, and we should use them with care 
and thought. 
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TABLE I — PRESENT-DAY USAGE OF ANTIBIOTICS IN INFECTIONS 


Infection Penicillin Streptomycin Aureomycin Chloramphenicol Terramycin 








Streptococcal: 
B-haemolytic II III 
a-haemolytic II oe 
Non-haemolytic ‘di 
All enterococci 

Staphylococcal i 

Pneumococcal Ill 

Neisserian: 
N. meningitidis as! 
N. gonorrhoeae II 

Diptheritic ea 


Tuberculosis I+P.A.S. 


Clostridial: 
Gas-gangrene sid U 


Gram-negative bacillary: 
Bact. coli a II 


I 
Bact. pneumoniae ay: II I 
I he 


Bact. aerogenes do II I 
Ps. aeruginosa A: II (Polymyxin is best) 


ee | 


Pasteurella: 
P. pestis us I+S.D. 
Brucella: 
Bact. tularense ‘ - 
Br. melitensis og II+S.D. 
Br. suis a II+S.D. 
ey II+S.D. 
Listerella s 


Haemophilus: 
H. influenzae meningitis sa IlI+S.D. 
H. pertusis ai ? 
H. ducreyi ; II 


I= First choice S.D. = Sulphadiazine 
II = Second choice .. = No value U = Unknown 


- 
ST Cee eee CR 
aac caqaaaaaq a4 ay: 


0 
a 











TABLE IT — PRESENT-DAY USAGE OF ANTIBIOTICS IN INFECTIONS 


Infection Penicillin Streptomycin Aureomycin Chloramphenicol Terramycin 








Spirochaetal: 
Treponema pallidum 
T. pertenue 
T. carateum 
Bacillus recurrentis 
B. vincenti 
Leptospira 

icterohaemorrhagiae 

Donovania granulomatosis 

Bartonella 

Streptobacillary 

Bacteriodosis 

Rickettsial: 

R. prowazeki 


. rickettsi 


. tsutsugamushi 
R. burneti 
Viral: 
Psittacosis 
Lymphogranuloma venereum..  II+S.D. 
Primary atypic.l pneumonia... a 
Herpes simplex 
Herpes zoster 


et et ICC Cdddakt 


eacea cecceewcq dadddd ddcdccdarn 
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Chickenpox 
Vaccinia disseminata 


Infectious mononucleosis 

Epidemic hepattis 

Epidemic keratoconjunctivitis. . 

Poliomyelitis 

Influenza 

The common cold 
Parasitic: 

Acute amoebic dysentery 
Fungal: 

Actinomycosis 
Trichomonas vaginalis 


: Gaacaacaac 


I locally 


I = First choice U = Unknown S.D. = Sulphadiazine 
II = Second choice - .. = No value 











TABLE III — SUGGESTED COMBINATIONS OF ANTIBIOTICS IN SEVERE INFECTIONS 


Infection Penicillin Streptomycin Aureomycin Chloramphenicol! 








Severe staphylococcal I a I 

Subacute bacterial endocarditis: 
a-haem. strep 
Enterococcal 
Gram-negative 
Staphylococcal 

Acute bacterial endocarditis: 
B-haem. strep. 
Pneumococcal 

Meningitis: 
Pneumococcal 
Staphylococcal 
Gram-negative 


I 
I 
I 
I 
I 
I 
I 
I 
I 








TABLE IV — PROPHYLAXIS OF INFECTIONS WITH ANTIBIOTICS 


Infection or Condition Penicillin G Streptomycin Aureomycin Chloramphenicol 


Cholera a Pr U 
Gonorrhoea U U 
Syphilis es ne 
Haem. streptococcus - II 
Meningococcal meningitis a 

Puerperal sepsis 

Rheumatic fever 

Subacute bacterial endocarditis 

“Clean” surgery sis 

Colonic surgery - I P.O.+S.S. 
Pulmonary surgery III 

Established surgical infections IT° 

Extractions of teeth U 


I = First choice U= ° = As indicated 


II = Second choice S.S. = Sulfasuxidine .. = No value 
P.O. = Per os 








RARCaacaccad: aa 


av 








TABLE V — DOSAGE SCHEDULES FOR AUREOMYCIN AND CHLORAMPHENICOL 
AUREOMYCIN CHLORAMPHENICOL 
Total Daily Total Daily 
Initial Dose Maintenance Initial Dose Maintenance 


Severity of Illness (mg. per kg.) Dose (mg. per kg.) Dose 
(mg. per kg.) (mg. per kg.) 


Moderate (oral route) 20-30 60 60 
Revere (intravenous route*) 0 20-30 a, lft 
Severe (oral route) 50 60 60-120 














When the oral route of administration is being used, the calculated total daily maintenance dos: 
is divided into 4 parts and is given at intervals of 6 hours. 
*When aureomycin is being administered by the intravenous route, do not give more than 300 mg. i 
any single dose. The intravenous doses should be spaced at intervals of 8 hours. A shift should b: 
made to treatment by mouth as soon as possible. 
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TABLE VI — IMPORTANT TOXIC REACTIONS IN THE COURSE OF ANTIBIOTIC THERAPY 





Reaction Penicillin 


Streptomycin 


Aureomycin Chloramphenicol Terramycin 





Anaphylactic shock 
Dermatitis 

Renal injury 
Haematopoietic injury 


Common 
Oo 
Oo 


Central nervous system injury... Very rare 


Common 
Common 
Occurs 
Oo 


Loose stools 
Viouth lesions (oral 


administration) Common 


Vary rare 
Common 
Oo 


Eosinophilia 


Oo 
Rare 


oO 


Oo 
Rare 


Oo 
Common 
Occurs 
Common 


Oo 
Occurs 
Oo 


O 


Oo 
Occurs 
O 
Oo 
Very Common 
Common 
Common 


Rare 
Oo 


Granulocy- 
topenia 
Oo Oo 
Rare 
Very rare 
Oo 


Common 


Oo Occurs Common Common 





FUNCTIONAL HEART DISEASE 


STEPHEN R. 


Functional heart disease is usually considered 
to be a negative or exclusion diagnosis. When 
a patient has symptoms related or referable to 
the heart and the history, physical diagnosis and 
appropriate laboratory tests do not indicate 
organic heart disease, then a functional diag- 
nosis is made. Or, the physician may label this 
cardiac neurosis or cardiac anxiety state. The 
following illustrates this: 

A thirty year old male recently came to see 
me complaining of mild, non radiating chest 
pain around the left nipple not correlated with 
exercise or activity. Since this complaint he has 
been aware of his heart beating. His father 
recently died suddenly, aged fifty-five years, of 
an acute myocardial infarct without a preced- 
ing cardiac story. A thorough workup was neg- 
ative. He was given assurance and has not had 
any complaints since then. 

This is a clinical story with which we are all 
familiar. It is especially apt to crop up when 
someone in the public eye or know in a com- 
munity dies unexpectedly; a certain number of 
patients then hasten to the physician and the 
history cited above is obtained. 

But this is not what I mean by functional 
heart disease. Rather, I refer to the patient, 
young or old, of either sex, who has persistent 
physical fatigue with or without effort, tachyp- 
nea or dyspnea with or without effort, palpita- 
tion, precordial distress and pain of a definite 
type, giddiness, perspiration usually confined to 
the axillae and palms, temperature, frequent 
sighing, tremors of the hands, low hyperventila- 


°From the Department of Cardiology, University of Southern 
California School of eN'dicine, and Cedars of Lebanon Hospital, 
Los Angeles, California. 

Guest oration given before the 59th Annual Meeting of the 
\rizona Medical Association, Phoenix, Arizona, May 3, 1950. 
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tion index (see below) and sudden bursts or 
eruptions of these manifestations with or with- 
out a precipitating cause. 

The patient believes or suspects heart diseases 
chiefly because of the fatigue, easy breathless- 
ness, precordial distress and palpitation. As will 
be seen later, he may have functional gastric 
symptoms too but evidently the layman fears 
heart disease more because of its inimate asso- 
ciation with unpleasant disability and death. 

It is interesting to recall that this entity has 
usually been seen during or after wars. It was 
first described by the celebrated DeCosta (1) 
during the Civil War and was called DeCosta’s 
syndrome. Lewis (2) wrote extensively about 
this disorder after World War I and termed 
it effort syndrome, but it need not be related 
to effort at all. It is oftimes labeled neurocircula- 
tory asthenia, but the description of the latter 
in most texts is not clear at all; to many physi- 
cians it means only neurasthenia or generalized 
weakness for which no cause is found. It seems 
best, following the lead of Friedman (3), to 
term this functional cardiovascular disease 
(FCVD)?*. 
toe ee ee 

I might add that my own experience is based 
on several hundred cases seen during World 
War II. In addition, my knowledge of this dis- 
order is fortified by further experience in private 
practice which indicated to me that, contrary 
to what DaCosta thought, this entity is seen 
during civilian.life as well. 

Let us discuss the leading symptoms sep- 
arately as one might do for any other disease 
such as acute peptic ulcer. 
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Easy Fatiguability: 

The frequent occurrence of fatigue in both 
anxiety and organic disease states is too well 
known to require comment. It is worth recall- 
ing, as DeGraff (4) and de la Chapelle (5) 
have emphasized, that fatigue occurring sooner 
than usual is probably the earliest manifestation 
of congestive heart failure. In the latter, how- 
ever, fatigue comes on after effort or the end of 
a day of even mild or restricted activity; like- 
wise, in anxiety states, the fatigue is dispropor- 
tionate to the activity participated in. In FCVD, 
curiously and uniquely enough, as I have re- 
peatedly observed, fatigue occurs notably in the 
morning soon after arising, and indeed after a 
good night’s sleep. Patients with FCVD are 
usually puzzled by this; to the laymen, fatigue 
is due to organic disease‘and should come on 
after activity. Friedman (3) has studied the 


problem of possible muscular dystrophy in these 
patients and found none. He did observe in a 
standardized weight lifting test, an asynchron- 
ous and asynergistic performance while normal 
patients did this same test in a smooth, non- 
jerky manner; hence the former used up a dis- 
proportionate amount of energy for the task or 


“overshoot”, signifying thereby an incomplete 
coordination of the autonomic nervous system. 


Mental fatigue likewise occurs sooner and, like 
physical fatigue, is not commensurate with the 
mental job done at a particular time. I have 
not observed this syndrome after excessive phys- 
ical fatigue alone, nor has it been recorded so 
far as I know. 


Dyspnea: 

Breathlessness is probably the most evident 
insignia of functional heart disease. Lewis (2) 
thought that tachypnea and dyspnea occurred 
only after effort. Christie (6) properly described 
the shallowness and irregularity in rate and 
depth of the respiration. It is known now (7) 
that breathlessness does not stem from effort 
alone and there is neither oxygen lack nor carbon 
dioxide accumulation. It would seem unlikely 


Sharp 
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that blood gaseous exchange is at fault for 
tachypnea and dyspnea occur when these pa- 
tients are emotionally disturbed; this rather sug- 
gests neurogenic imbalance. Characteristically, 
these patients are subject to sudden attacks of 
accelerated breathing with the subjective sensa- 
tions of dyspnea. This may be precipitated in- 
dependently of any preceding physical, mental 
or emotional disturbance, and hence patients are 
bewildered. This is usually best seen in hospital 
practice, but can be studied if the patient reports 
immediately to the doctor. Perhaps this explains 
the reported discrepancies regarding this phe- 
nomenon. 

There is also little diaphragmatic movement, 
or inertia, as can be seen directly by inspection 
or under the fluoroscope. Most patients employ 
the chest for breathing and predominantly the 
upper one-third of the chest. During sleep, how- 
ever, they may breathe abdominally. Those per- 
sons who do use diaphragm for breathing will, 
during slight effort or under emotional tension, 
revert to upper chest breathing. If the patient 
who breathes with the upper one-third of his 
chest is asked to use his diaphragm his attempt 
is usually not successful. 


Palpitation: 


This is usually due to the occurrence of pre- 
mature systoles, of auricular or ventricular origin, 
or paroxysmal supraventricular tachycardia. 
Sharp precordial pain may be present with these 
arrhythmias. A premature systole produces 
(a) awareness of the heart and (b) subjective 
disturbance due to the compensatory pause for 
the patient wonders “if my heart will start up 
again”; hence he has cardiac consciousness. 
Palpitation as the sole symptom will give rise 
to these manifestations, but when combined with 
fatigue, breathlessness, etc., we have the constel- 
lation of FCVD. 


Precordial Distress: 

There are two types of precordial discomfort 
is FCVD, namely sharp and dull, and their 
features are outlined in the following table: 


Dull 


Site: Left anterior chest, usually around the nipple, at times going through to the back. 


None 
Piercing 


Radiation 
Character: 
Duration: 


Preceded by: 
arrhythmias 


5 minutes or less 
Forceful pounding and/or 


None 

Like a soreness 

10 minutes to hour 

Vigorous effort with tachypnea 
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Relation to breathing: 

Signs of neurogenic discharge, 
e.g., cold hands, sweating, 
hand tremors, etc. 

Relieved by: 


Common 


Cessation of pounding in 
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Patient afraid to breathe 


Common 
Taping upper % of chest 


chest; not affected by 
nitro-glycerine 


Probable cause: 


Sharp paint also occurs in patients who have 
pounding of the heart due to fright or scare 
and in those who have paroxysmal tachycardia. 
In the latter, indeed, one is suspicious of under- 
lying myocardial pathology. Relief of the dull 
type of pain by taping the upper % of chest 
suggests fatigue of the intercostal muscles. Con- 
versely, as Friedman (7) showed, if the lower 
's of the chest is taped even in a normal patient, 
thus compelilng the latter to breathe with the 
upper % of his chest, dull left anterior chest pain 
will result. 

Contrast the above type of pain with true 
anginal pain. In the anginal syndrome, the pain 
is substernal and typically radiates to the left 
shoulder and down the medial aspect of left up- 
per extremity to the fourth or fifth fingers. It is 
squezing or compressing in nature and usually 
takes place after effort but without tachypnea. 
Rest and nitro-glycerine almost always relieves 
it and the basic cause is myocardial ischemia. 
Hence, it has delineatable differences from the 
chest discomfort of heart disease and one must 
carefully elicit the differences. It is worthwhile 
mentioning at this stage of the discussion that 
FCVD may be superimposed on organic heart 
disease and this can be illustrated in the follow- 
ing clinical example which recently came to my 
attention at a cardiac clinic: 


A fifty-three year old male refugee 
who had established hypertension and 
angina, entered the clinic complaining 
of sharp pain, not related to effort, cen- 
tered around the left nipple, without 
radiation, and not relieved by nitro- 
glycerine, although this drug had al- 
ways alleviated his chest pain. In addi- 
tion, I noticed sighing, cool moist hands 
and axillary sweating, mild tachypnea, 
and tremors of the fingers. A diagnosis 
of FCVD was made on the history 
alone, superimposed on his organic car- 
diac disease. Further checkup disclosed 
no evidence of myocardial infarction or 


Pounding of the heart, or 
arrhythmias 


Fatigue of the intercostal 
muscles 


congestive heart failure. Additional his- 
tory revealed an emotional upset re- 
garding a brother in Germany who 
failed to obtain his passport for emigra- 
tion to this country, and this precipi- 
tated FCVD. 

The patient with organic heart disease is 


especially vulnerable to FCVD, not the least 
reason being that premature or sudden death 
may occur. 


Fever: 

It may seem strange to discuss fever as a 
feature of FCVD or any functional disease for 
we invariably associate fever with organic dis- 
orders. In fact, I must confess that there was 
a time in my own intellectual development when 
I could not accept the existence of fever with- 
out prganic causation. But recent studies on 
the function of the hypothalamus and the bril- 
liant work of Friedman (8) have convinced me 
otherwise. The salient differences between the 
fever of functional and organic disease may be 
stated thus: 

The fever of FCVD has a wider range, vary- 
ing about two degrees. It does not occur every 
day, it occurs only when the patient is awake 
and is absent during sleep. The pulse in usually 
normal, and the skin is cold and often mottled. 
Psychic tension directly affects its occurrence. 
The fever is not an index of the severity of the 
disorder. Patients usually do not complain of 
it. Central nervous system stimulating drugs 
(8), chiefly benzedrine and caffeine, can pro- 
voke the fever in the afebrile stage. By contrast, 
the fever of an organic disease, let us say active 
minimal pulmonary tuberculosis, has a smaller 
range varying about 1.5 degrees. It occurs every 
day and is higher during sleep. The pulse is 
usually accelerated and the skin is warm and 
not mottled. Psychic tension does not affect its 
presence or severity. The fever is an index of 
the intensity of the disease. Patients usually 
complain about feeling warm. Drugs like benze- 
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drine and caffeine do not affect it. The fever is 
usually remittant, while in FCVD it is usually 
episodic. 

It must be stressed that these conclusions were 
reached by Friedman after thorough organic 
tests for foci of infection. The neurogenic etiol- 
ogy of fever had already been understood by 
Hamman (9), Reiman (10), and Wolff (11). It 
can often be found in focal lesions near the sym- 
pathetic nuclei in the hypothalamus. The provo- 
cation of fever in patients with FCCD by drugs 
which stimulate the higher centers of the cen- 
tral nervous system and the appearance of fever 
in states of psychic tension is an extraordinarily 
stimulating finding. Patients with FCVD also 
respond abnormally to artificial pyrexia with 
typhoid vaccine (3) suggesting not only that the 
hypothalamic nuclei in these patients is some- 
how deranged but also that these nuclei are ab- 
normally sensitive. In addition, fever in this 
functional disorder pins down or labels a pos- 
sible anatomical site which might explain the 
symptomatology of this condition. 


Giddiness: 

This is not true vertigo for the patient does 
not feel that either he or the environment is 
swimming. Rather, it consists of a lightheaded 
or blacking out sensation without nystagmus. It 
is most apt to occur upon changing bodily posi- 
tion. Patients become quite accustomed to it and 
may not even complain of this unless it is brought 
to their attention. Friedman has performed ver- 
tibular function tests and found no abnormality. 
According to Friedman (12), the sequence of 
events is as follows: Changing from the supine 
to the erect position (when giddiness is most apt 
to occur) produces a normal reduction in venous 
flow to the right auricle. This normal physiologi- 
cal change precipitates, in these patients, exces- 
sive reflex action of the autonomic nervous sys- 
tem. As a result of the latter, two things hap- 
pen: 

(a) There is pulmonary vasoconstriction (as 
shown by the decrease in size of the pul- 
monary conus observed by fluoroscopy and 
diminished circulation time) and a tachy- 
cardia due to reflexes stimulated in the aortic 
arch and pulmonary artery. The pulmonary 
vasoconstriction and tachycardia cause low- 
ered cardiac output, cerebral anemia, and 
giddiness. 

(b) Generalized arteriolar constriction, as shown 
by the rise in distolic blood pressure, lead- 
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ing to cerebral anemia and again giddiness. 

It is important to note that normal patients 
who change from the supine to erect position 
have a decreased blood flow to the right auricle 
which results in reflex autonomic stimulation. 
However, patients with FCVD suffer from an 
excessive autonomic stimulation which produces 
exaggerated responses instead of normal ones. 
The reason for this extraordinary sympathetic 
nervous system response is not apparent. 
Sweating: 

Typically, these patients sweat chiefly from 
the armpits, palms and feet. The extremities 
were furthermore cold, not warm, and the skin 
is pale white or mottled purplish. This is preci- 
pitated often by emotional excitement. While 
examining the patient, one will see lines of sweat 
running down the axillae or medial aspect of the 
deltoid. On shaking hands, cool moist palms are 
detected and visual inspection will readily con- 
firm the wet palm. The wet palm will occur 
in a normal individual but usually only in a 
state of severe nervous excitement. In patients 
with FCVD, it occurs in the course of every day 
living and such histories are easily obtained; one 
might emphasize again that psychic tension will 
elicit or aggravate this manifestation. The cool 
wet palm is not dependent on environmental 
temperature. List and Peet (13) have termed this 
circumscribed distribution of perspiration “emo- 
tional sweating” and consider it to be of hypo- 
thalamic genesis. Patients with hyperthyroid- 
ism, by contrast, have warm extremities and 
usually a dry axilla unless the entire body is 
sweating. 

While a normal person may have this type of 
sweating in states of hyper-excitement, the other 
features of this disorder may be missing and the 
sudation does not occur as frequently in the nor- 
mal as in FCVD. 

Sighing: 

I should like to place special emphasis on 
sighing respiration. This is often seen during the 
interview, although the patient may or may not 
be aware of it. The inarticulate person may not 
know what to call it and usually considers it to 
be “shortness of breath”; actually, what he means 
is a dissatisfaction with- his breath, a feeling of 
incomplete or inadequate inspiration. Under the 
fluoroscope, the diaphragms descend so _ that 
there is a deep inspiration which is not satisfac- 
tory to the patient. 

This sighing can be conveniently demonstrated, 
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as White (14) showed years ago, and which I 
have repeatedly observed, in the basal metabol- 
ism record; the sigh appears as a taller spike, 
quite different from the usual respirations. Since 
the usual basal metabolism reading is taken dur- 
ing a six minute period, and since sighing, when 
present, is frequent, a good number of such 
spikes will be seen. 

The exact cause of sighing is not known. I 
have seen it during acute grief states, marked 
emotional fatigue, after virus infections, and 
especially during an active menopausal syn- 
drome. I believe it is a result of hypothalamic 
stimulation. 

Tremors: 

This is best seen in the outstretched hands. 
It is arrhythmic in that the tremors are irregular 
and do not follow a symetrical pattern. It differs 
from the rapid sustained tremors, having,a small 
excursion, which is seen in hyperthyroidism. 
In the latter, Friedman believes that the tongue 
has a fine tremor while in FCVD there is no true 
sustained tongue tremor. The tremor of the 
fingers does not interfere with their function. 


Hyperventilation Index: 


An objective test is available for distinguish- 
ing functional or neurogenic tachypnea and 


dyspnea from that due to organic cause. This 
consists of comparing breatholding ability before 
and after a period of hyperventilation. After a 
deep inspiration, the patient holds his breath as 
long as possible and the time is clocked with 
a stop-watch. After allowing several minutes for 
return to normal, the patient breathes rapidly 
and deeply forty five times at the rate of close 
to one breath a second. Breathing is done thru 
the nose. At the end of hyperventilation, the 
time during which the breath can be held is 
again clocked. The breatholding time after hy- 
perventilation divided by the breatholding time 
without hyperventilation (expressed in seconds ) 
is termed the hyperventilation index (3). Thus 
if the numerator is 100 seconds and the denomin- 
ator is 75 seconds, the hyperventilation index, or 
H.L., is 1.34. The range of this test is as fol- 
lows: 

H.I. 
Normal 1.5 
FCVD 

a. without dyshreahyspnea 
b. with dysphreahyspnea 

Organic heart disease 
Organic heart disease plus FCVD 


1.5 
0.9 
15 
0.9 
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This test is important because it apparently 
aids in the detection of respiratory disorders 
not due to structural changes in cardio-respira- 
tory system. In addition, it is quite easy to per- 
form. It is never abnormal or positive when 
organic heart disease alone is present. It is ob- 
jective in that it is performed by the physician 
but it does require careful instruction and en- 
couragement so that the patient will hold the 
breath as long as possible. The dyspneic patient 
with FCVD also develops a tachycardia during 
and immediately after the test, the pulse in- 
crease amounting to about 50% more than the 
control. This aids in distinguishing malingerers. 
In addtion, persons with a positive test often de- 
velop giddiness, cold hands and feet, sweating, 
hand tremors etc. after the test. Friedman (3) 
found a normal hyperventilation index in intrin- 
sic pulmonary disease and no change in the in- 
dex after breathing pure oxygen or oxygen with 
carbon dioxide. He has also noted that patients 
with an anxiety neurosis have a normal index, 
except during the first three days following mili- 
tary combat. I have checked the H.I. during 
an anxiety state at lease thirty times and have 
also found it to be normal. 

It may well be, although it is difficult to 
prove, that hyperventilation, which stimulates 
the afferent fibers in the vagus nerve, provokes 
hypothalamic discharge causing the sensations 
discussed above but especially the dyspnea 
which the patient usually associates with heart 
disease. 

Episodic neurogenic discharge: 

Individuals with FCVD do not always or at 
any one time have the symptomatology describ- 
ed thus far. Typically, these manifestations ap- 
pear in bursts or paroxysms. The precipitating 
factors are not always clear; indeed, often there 
is no precipitating factor so that the patient 
looks dismayed or apprehensive. The attack, 
termed episodic neurogenic discharge (3), may 
have the following forms: 

A—Cardiovascular (Rapid onset) 
1) Cardiac Arrhythmias plus: 

a) Peripheral Vasoconstriction 

b) Accentuation Hand tremors 

c) Excessive Palmar and Axillary Sweating 
2) Fever 
B—Respiratory (Slow onset) 

1) Tachypnea 
2) Dyspnea-Sighing 
3) Plus Cardio-Vascular manifestations 
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4) Fever 
C—Peripheral Neurogenic 
1) Accentuation Hand tremors 
2) Palmar and Axillary Sweating 
3) Peripheral 
D—Cerebral 
1) Syncope 
This is really a recapitulation of the symp- 
tomatology of FCVD but the above outline may 
make it clearer. 


Psychosomatic aspects: 


As was well recognized by Friedman (3), and 
which I have noted myself, the following out- 
standing features may be seen: 

(1) Mental and physical sluggishness. When 
left alone, these patients lead a static exis- 
tence. Hospitalized patients are apt to lie 
in bed and do nothing. They have few 
complaints about life. They have neither 
zest nor fire nor ambition. At times they 
seem overactive but that is largely because 
they work inefficiently or, as Alvarez has 
phrased it, “spend ten dollars worth of 
energy on a five dollar job.” 

Decrease in emotional range: Particularly 
with respect to the emoton of anger, the lat- 
ter is less easily induced, is more transient, 
and, when present, is accompanied by more 
intense autonomic or sympathetic discharge. 
Difficulty in concentration: This applies 
particularly to reading. Patients will notice 
(although it may have to be brought to their 
attention) that they will read a paragraph 
in a book or paper without retaining it; 
they often ascribe this to mental fatigue. 
Disinterestedness and unawareness of en- 
vironmental conditions. They are not much 
interested in anything outside themselves. 
This is not a matter of egocentricity but 
rather a lack of curiosity about affairs which 
concern their family or friends. 

(5) Partial loss of recent memory function. 

These alterations may be explained by an in- 
competence or inadequacy of the higher cere- 
bral coordinating centers. If this is true, then 
cortical control over the hypothalamus is dim- 
inished and manifestations of hypothalamic dis- 
charge, which are ordinarily suppressed, blos- 
som out. 

Possible Etiologys 

Friedman (3) has advanced the hypothesis 
that FCVD originates from the hypothalamus. 
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He has reviewed experimental and clinical evi- 
dence indicating that the followng symptoms can 
stem from disorder or stimulation of the hypo- 
thalamus: tachypnea, dyspnea, sweating, tachy- 
cardia and cardiac arrhythmias, fever, sighing, 
neurogenic discharge, and peripheral vasocon- 
striction. Erickson (15) and Grinker (16) have 
described this in man. These manifestations be- 
long to derangements or overexcitation of the 
sympathetic nervous system, and most of the 
nuclei of the latter are in the hypothalamus. 
It seems likely that the somatic and visceral 
manifestation of FCVD are due to hypothalamic 
disfunction. But the hypothalamus, like the 
thyroid, is under control of other centers, namely, 
the cerebral cortex. The cortico-hypothalamic 
balance can obviously be upset by decrease in 
cortical control, extrinsic factors, e.g., extremely 
severe emotional stimulation whch overwhelms 
the cortex, or the hypothalamus itself overcomes 
cortical control by augmented automaticity. 

The diminuation in cortical control over the 
hypothalamus, or cortical recession as Friend- 
man terms it, is indicated by the personality 
changes whch these patients have. 


Differential Diagnosis: 


The following important conditions, not listed 
in any order of importance, should be con- 
sidered in differential diagnosis: 

(1) Hyperthyroidism: elevated basal metabolisin 

and blood iodine, usually absent axillary 
sweating, tachycardia under basal conditions, 
exopthalmos, warm extremities, normal H.1I. 
test, usually absent fever, therapeutic re- 
sponse to iodine, and the presence of an 
energetic dynamic personality. 
Menopausal state: onset of symptoms at the 
menopausal age without a previous history 
of episodic or energetic discharge, normal 
hyperventilation index (which I have check- 
ed many times), absence of fever or the 
typical FCVD pattern, and good response 
to estrogen therapy. 
Angina pectoris: in addition to the discus- 
sion on precordial distress, it is worth not- 
ing that the electrocardiographic changes 
found in angina are not a secure means of 
differential diagnosis, for Wendkos (17) has 
found similar changes in emotionally labile 
individuals. However, these alterations can 
be abolished by change of position or by 
ergotamine. 
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(4) Addison’s disease: the presence of low blood 
pressure, loss of weight, pigmentation of the 
gums and skin, decreased serum sodium and 
increased serum potassium, decreased out- 
put of 17-ketosteroids, and response to ap- 
propriate medication should make the dif- 
ferential diagnosis. 


Hyperinsulinism: this may be difficult to 
differentiate especially since patients with 
FCVD may show glycosuria when under 
severe emotional stress. Serial blood sugar 
determinations or blood sugar tolerance 
curve wil lmake the diagnosis. 


Hyperventilation syndrome: the symptoms 
may be exactly the same as those of FCVD. 
However, the absence of personality changes 
and the presence of low blood calcium and 
tingling in the extremities are useful dis- 
tinguishing points. The emotional back- 
ground and history is often quite different 
from that of FCCD. 


It should be mentioned that FCVD exists 
in acute and chronic form. It is very likely a 
chronic disease, the acute form being only an 


exacerbation. The symptomatology of the acute 
form may be seen in other states besides those 


listed under differential diagnosis. It most 
typically occurs in convalescence from acute 
infections, especially virus infections such as in- 
fluenza, or after prolonged medical or surgical 
illnesses. Here autonomic discharges occur but 
such patients do not have either episodic neuro- 
genic discharge or personality alterations; and 
furthermore these symptoms disappear without 
recurrence. In the patient with true FCVD, 
recrudescences occur frequently and with ease. 
I recall a fellow officer convalescing from a 
severe case of dengue fever. He had served in 
a combat outfit before joining our hospital and 
was a good soldier. He had all the symptoms 
of acute hypothalamic discharge. He had no 
previous or subsequent history of hypothalamic 
disturbance. In FCVD there is usually (I am 
tempted to say invariably) evidence of similar 
symptomatology in the patient's past life. 


The reader must undoubtedly be thinking that 
this description of FCVD resembles any anxiety 
neurosis with predominant cardio-respiratory 
reference. This is probably so since the anxiety 
state also has evic'ences of autonomic, or specif- 
ically sympathetic, discharge. However, I know 
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of no anxiety neurosis which is constantly mani- 
fested by one or more or all of the symptoms 
discussed above, which symptoms often recur 
with or without predisposing cause. Anxiety 
neuroses in any one patient may have at one 
time predominant cardiac reference, at another 
time gastrointestinal or genital-urinary refer- 
ence. FCVD may be accomplished by symptoms 
outside the cardiac territory but the patient 
complains mostly, but not entirely, about car- 
diac symptoms. 

As already intimated, the prognosis is poor 
because the symptoms may return with or with- 
out a precipitating cause. The treatment is 
frankly most discouraging; undoubtedly, many 
of these patients can be benefited by psychia- 
tric care. I cannot say whether this should be 
psychoanalysis. A good physician can do much 
with regard to altering or removing environmen- 
tal, social, marital, or personal problems which 
he has found will precipitate or intensify this 
syndrome. 
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CLINICAL REVIEW OF THE MECHANICS OF THE LOW BACK AND ITS 
RELATIONSHIP TO LOW BACK PAIN 


With Special Reference to the Intervertebral Disc 


HARRY B. MACEY, M.D. 
Temple, Texas 


This presentation is an attempt to correlate 
the theoretical, pathological, and clinical knowl- 
edge of low back pain resulting from mechanical 
causes. The subject has initiated much contro- 
versial literature over a period of years, and 
many issues have not as yet been settled. 

For a better understanding of the mechani- 
cal causes of low back pain, with or without 
sciatic pain, it is necessary to recognize certain 
anatomical variations and to appreciate their 
clinical importance. Resulting symptoms are in 
proportion to abnormal stress and pressure exert- 
ed on the structures capable of producing pain. 
To facilitate discussion these mechanical condi- 
tions of the low back have been divided into two 
groups. 

Group I 

The first group comprises those conditions 
with demonstrable bony defects, abnormalities, 
and variations from alignments considered as 
normal. 

Spondylolisthesis. Spondylolisthesis has been 
a subject of interest since 1852. At that time 
Killian termed forward displacement of a vere- 
bral body, “spondylolisthesis,” a word of Greek 
derivation which means gliding of a vertebra. 
Spondylolishthesis results from a break in con- 
tinuity of the neural arch and was described by 
Killian as a clinical entity. The etiology has 
not definitely been established, but it is gener- 
ally thought to result from birth or infantile 
trauma. Hitchcock and Brailsford have shown 
that progressive forward displacement of the 
vertebral body, most commonly the fifth, does 
occur; and this gradual displacement may ac- 
count for the acute symptoms seen with spondy- 
lolisthesis. The symptoms are usually of a 
chronic nature, aggravated by activities or posi- 
tions which throw an added strain on the sup- 
porting soft tissues. With a forward displace- 
ment of the vertebra one would anticipate 
changes in the intervertebral disc with an anter- 
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ior displacement of the nucleus pulposus. How- 
ever, posterior protrusions of the nucleus do oc 
cur as pointed out by Myerding, and with pos 
terior protrusion compression of the nerve roots 
could cause sciatic pain associated with spondy 
lolisthesis. Statistical studies of abnormalities ot 
the low back show a variance in the occurrence 
of spondylolisthesis from 0.3% to 5.19%. Symp- 
toms caused by forward displacement of the af- 
fected vertebra are a result of the instability 
created by changes in the intervertebral disc 
rather than from the amount of displacement 


of the vertebral body. 


(Figure 1) 
Spondylolysis. Spondylolysis represents a sep- 
aration of the continuity of the neural arch with- 


out demonstrable displacement. Symptoms, as 
in spondylolisthesis, will be dependent upon loss 
of bony stability which causes an added strain 
on the surrounding structures or resultant 
changes in the intervertebral disc. For con- 
firmation of the diagnosis three quarter x-ra) 
views of the spine demonstrating the facets 
are of value. 
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(Figure 2) 

Sacralization. Sacralization represents an en- 
largement of the transverse process of the last 
lumbar vertebra. This enlargement may be 
present on one or both sides of the last lumbar 
vertebra, and may vary from enlargement of 
the transverse process to incorporation of the 
process into the sacral wing. It is referred to as 
transitional because it is neither truly lumbar 
nor truly sacral in type. The clinical significance 
of this developmental anomaly is a degenerative 
arthritis in the pseudo-arthrosis on the sacral 
wing or illiae. It may be demonstrated roent- 
genologically by hypertrophic arthritic changes 
in the false joint. Unilateral union to the sacrum 
does not preclude motion or symptoms. If the 
opposite transverse process articulates with the 
sacrum there is an associated narrowing of the 
lumbosacral joint, and there may develop a deg- 
enerative arthritis with marginal lipping in the 
sacral pseudo-arthrosis. 

(Figure 3) 

Lumbosacral Angle. The lumbosacral angle 
refers to the inclination of the superior surface 
of the first sacral segment to the horizontal plane. 
No definite angle has been established as nor- 
mal because of the variation within the stable 
range of motion, but an angle of forty-two de- 
grees (42°) is thought to be within the range 
of stability. However, Ferguson has pointed 
out that an angle of forty-two degrees from the 
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horizontal axis of the patient is of concern, that 
an angle of forty-seven degrees is a menace, and 
with an angle of fifty-two degrees or more 
there is instability. He further points out that 
when the center of gravity of the trunk, as rep- 
resented by a vertical line through the center of 
the body of the third lumbar vertebra, passes 
more than one-half inch anterior to the anterior 
margin of the first sacral segment there is insta- 
bility; when this line passes more than one inch 
to the anterior margin of the first sacral segment 
instability is severe. With an increase in the 
lumbosacral angle there is an associated increase 
in lordosis of the lumbar spine; this in turn in- 
creases the stress on the lumbosacral facets and 
the demand made on the muscles and ligaments 
of the iow back in support of the articulations. 
Symptoms, resulting from this unstable position 
of the sacrum, may be deferred until the period 
of life is reached in which there is loss of muscle 
tone and usually an increase of body weight. 
Acute symptoms may result from direct or occu- 
pational trauma. With an associated anamalous 
positioning of the facets degenerative changes in 
the posterior articulations may occur, thereby 
increasing the disability. Brailsford, writing on 
the lumbosacral angle, mentioned the fact that 
some authors felt that there are two different 
muscle functions in the back. One function is 
that of maintaining postural tone, and _ this 
maintains the erect position without effort or 
fatigue. The second muscle functions is that of 
movement which may be called upon when 


postural tone fails and this leads to fatigue and 


pain. With fatigue and pain lumbar lordosis 
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is increased and the intervertebral joints are car- 
ried to the limit of their motion. As an example 
Brailsford cites patients who feel this strain 
after a prolonged rest in bed. This thought 
seems worthy of consideration. 


(Figure 4) 


In the preceding group of possible mechanical 
causes of low back ache, theoretically sound 
and clinically proven over years of observation, 
the mechanical fault can be visualized roent- 
genologically and its adverse potentialities un- 


derstood. 
Group II 

The second group includes those conditions 
which result from mechanical changes in the 
component parts of the intervertebral disc. 
Symptoms may be produced directly, or second- 
arily through a changed relationship in the sur- 
rounding bony structures. Changes in the in- 
tervertebral disc should be suspected in those 
patients with low backache whose clinical his- 
tory, examination, and x-rays fail to disclose a 
suggestive cause of the symptoms. This type 
of patient is usually seen later with definite clin- 
ical and roentgenological evidence which points 
to one of the conditions resulting from changes 
in the intervertebral disc. This clinical obser- 
vation is supported by the studies of Ghormley, 
Coventry, and Kernohan. They described prog- 
ression of the components of the intervertebral 
disc through the second decade of life. Follow- 
ing the second decade of life the component 
parts of the intervertebral disc show regression 
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with a gradual increase in degenerative changes. 
In the advanced decades there occurs conspici- 
ous fissuring of the annulus fibrosus and fibrous 
tissue replacement of the nucleus pulposs. 


In 1947 in a symposium on the intervertebral 
disc and its relationship to sciatic pain, Steindler 
sounded the keynote of the possible cause of low 
back pain with or without sciatic pain. And 
I quote, “During the process of degeneration of 
the disc, and as a result of it, the equilibrium 
between the disc and the longitudinal ligamen- 
tous system is destroyed, and this disturbance 
is only incompletely compensated for by arthri- 
tic ledges and buttresses. The result is that the 
junction between the vertebral bodies is loosen- 
ed; and stress is placed, therefore, upon the 
supporting ligamentous and muscular system.” 
As a result of this disturbed equilibrium the low 
lumbar spine is most receptive for changes in 
its bony relationship. The rationale of this ob- 
servation is demonstrated in the conditions dis- 
cussed under mechanical changes which result 
from changes in the intervertebral disc. In 1945 
Key stated that “in practically all patients with 
idiopathic low back pain the cause of the pain 
is within the spinal canal and that in over 90 
per cent of the cases this is a lesion of the inter- 
vertebral disc.” 

Narrowing of the Intervertebral Disc Space. 
The process initiating narrowing in a receptive 
intervertebral disc space is trauma. Trauma, 
which may be acute or chronic in nature, may 
cause a lessening in the height of the interver- 
tebral disc, and a changed relationship of the 
articulations. This narrowing has its effect on 
the articular cartilage, synovial covering, and 
supporting ligaments. Here, as in any joint 
with abnormal function, degenerative arthritis 
develops. Putti and Longroscino have found 
arthritic changes in the posterior articulations in 
the spines of all individuals over thirty years 
of age. As a result of these arthritic changes 
in the posterior articulations, some authors in 
the past have attributed such changes to abnor- 
mally placed facets. However, one wonders if 
in these assumptions the cart has not been placed 
before the horse. Individuals with abnormally 
placed facets, particularly the asymmetrical type, 
should be more susceptible to changes follow- 
ing intervertebral disc changes, and studies in- 
dicate that there is a slightly higher incidence 
of so called anamolous facets in patients com- 
plaining of low backache. 
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(Figure 5) 


Posterior Displacement of the Fifth Lumbar 
Vertebra. Another anatomical change of the 


fifth lumbar vertebra, described as posterior dis- 
placement of the fifth lumbar vertebra, results 


from subluxation of the inferior fifth lumbar 
facets and can only occur with some disturbance 
of the intervertebral disc. Fletcher reports that 
in 30 per cent of his cases with posterior dis- 
placement of the fifth lumbar vertebra there 
occurred narrowing of the intervertebral space. 
Ghormley, Coventry, and Kernohan have shown 
that narrowing of the intervertebral disc as a 
result of the degenerative process comes from 
either dessication and necrosis of the nucleus 
pulposus or a rupture of the annulus fibrosus 
with extrusion of nuclear material. With the 
occurrence of either condition the supporting 
struciures between the two intervertebral car- 
tilage plates are lost, and the ground work is 
laid for disturbance in the mechanics of the low 
back. 
(Figure 6) 

Intervertebral Herniation. At times an acute 
backache is the result of acute herniation of 
the nucleus pulposus into the intervertebral 
body. This occurs usually following trauma and 
results in an intervertebral fracture. Early x-ray 
examinations are usually negative, but subse- 
quent roentgenological examination will reveal 
a zone of intervertebral calcification. This cal- 
cification should correspond to an intervertebral 
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herniation of the nucleus pulposus with a sur- 
rounding zone of bony reaction. 


Posterior Herniation. Posterior herniation or 
bulging of the intervertebral disc is well recog- 
nized clinically and some authors feel that it is 
the cause of practically all sciatic pain. Posterior 
protrusion of the intervertebral disc without com- 
pression of the nerve roots is capable of produc- 
ing low back pain. However, if it persists over 
a sufficient period of time, nerve root compres- 
sion should be anticipated eventually. Clinic- 
ally these patients present severe, acute pain on 
motion; so severe at times one might expect to 
find the presence of a destructive process. The 


(Figure 7) 
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history, clinical, and roentgenological examina- 
tions should exclude such a process. Sciatic 
pain, the usual indicator of a posterior protru- 
sion, usually is unilateral, but may be bilateral. 
If bilateral it is usually more severe on one side. 
For confirmation of the posterior defect, myelog- 
raphy, a comparatively easy examination in the 
majority of instances, is usually diagnostic. Fre- 
quently at the time of surgery, a small or ques- 
tionable defect demonstrated by myelography 
will be found to be a massive protrusion. This 
discrepancy in the size of the defect revealed by 
myelography and the actual size of the protru- 
sion found at the time of surgery may result 
from one of several causes such as narrowing 
of the dural sac, and an unusually wide neural 
canal in its side to side diameter. A narrow 
antero-posterior neural canal would require very 
little protrusion of the nucleus to result in nerve 
root compression. An unusually wide neural 
canal alone or in combination with a narrow- 
ing of the dural sac may be the cause of a 
negative myelogram in the actual presence of a 
protrusion of the nucleus pulposus. Elevation 
or amputation of the nerve root and a thinning 
of the intraspinal media at an intervertebral level 
are sufficient indications for exploration provided 
the clinical symptoms justify such a procedure. 


(Figures 8, 9, 10, & 11) 

At times the typical clinical picture of poster- 
ior protrusion of the intervertebral disc is seen 
in which no abnormality of the intervertebral 
disc can be demonstrated or any cause for the 
symptoms found. 

Badgley and Steindler in a discussion of such 
a condition feel that the sensory nerve supply 
of the capsules of the facets could produce pain 
stimulation, which through the primary poster- 
ior division could return to the nervous system 
and produce pain through the dermatomes of the 
involved nerves. This corresponds with the 
pathway of sciatic radiation, usually the fourth 
and fifth nerves. Relief of sciatic pain in many 
instances has been obtained by decompression 
of the nerve root alone, or in combination with 
a fusion operation; or by employing the fusion 
operation alone. Relief obtained by fusion can 
be explained. However, relief from decompres- 
sion of the nerve root alone without fusion is 
difficult to explain unless the ligamentum flavum 
is found to compress the nerve root. In narrow- 
ing of the antero-posterior plane of the neural 
canal, hypertrophy of the ligamentum flavum 
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could result in nerve root compression. In re- 


gard to the controversal discussion of bone graft- 
ing following removal of the protruded inter- 
vertebral disc it seems indicated both theoretic- 
ally and clinically if the foregoing discussion is 
accepted. 


FIG. 8 
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FIG. 11 
Postoperative Complications 


In our enthusiasm for any surgical procedure 
we should be cognizant of postoperative compli- 
cations. We have seen two types of postopera- 
tive complications following the removal of a 
protruded intervertebral disc. In one type of 
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complication acute spasm in the low back oc- 
curred on approximately the tenth postoperative 
day. X-ray examination several weeks later 
demonstrated bony changes suggesting osteo- 
myelitis. If recognized, and a diagnosis must 
be made clinically in.its early phases, pain can 
be alleviated by the application of a body cast. 
In the two cases we have seen, the clinical 
course, other than the terrific pain from spasm, 
was not alarming. No surgical drainage was in- 
dicated, and there was no apparent response to 
In both instances penicillin was ad- 
ministered postoperatively, being discontinued 
on the fifth postoperative day. In one instance 
penicillin therapy was reinstituted with no ap- 
parent benefit. Both of these patients have gone 
How- 


antibiotics. 


on to spontaneous intervertebral fusion. 
ever, it was though that the postoperative bone 


graft with its earlier fusion shortened the period 


of discomfort. 


(Figure 12, A & B; Figure 13, A & B) 


The second type of postoperative complication 
also consisted of intervertebral changes, but pre- 


sented a different clinical course. In these pa- 


tients localized back pain developed at the side 


of the removed protruded intervertebral disc 


several weeks to several months after the opera- 
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FIG. 12B 


tion. There was an absence of both spasm and 


destruction of the body of the vertebra adjacent 
to the disc, and bony changes resembled those 


seen in an aseptic necrosis. Late spontaneous 
intervertebral fusion also occurred in this group, 
but symptoms were relieved when fusion of the 
postoperative graft was obtained. 


FIG. 13A 


November, 1950 


FIG. 13B 


FIG. 14A 

(Figure 14, A & B; Figure 15, A & B) 
Rarely, there may be an associated causalgia- 
like state of the foot on the affected side in her- 
niation of the nucleus pulposus. Although the 
sciatic pain is relieved by removal of the her- 
niated disc the causalgia-like state of the foot 
remains. However, this condition responds well 
to para-sympathetic procaine block. This para- 
sympathetic block has also been used effectively 
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in patients complaining of sciatic pain postopera- 
tively. In our experience this type of postopera- 
tive sciatic pain is intermittent in character and 
usually occurs at night. 

The mechanical causes which appear infre- 
quently, such as hemivertebra and hemangioma, 
etc., have been purposely omitted from this dis- 
cussion as they so rarely enter into the low 
back problem. 
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LEGENDS 
Figure 1. Lateral roentgram of the lumbar spine showing 
spondylolisthesis of the fifth lumbar vertebra with narrowing of 
the intervertebral disc. 


Figure 2. Lateral roentgram of the lumbar spine showing 
spondylolysis of the neural arch of the fifth lumbar vertebra and 
questionable slipping of the fifth lumbar vertebra. 


Figure 3. Anteroposterior roentgram of the lumbar spine show- 
ing bilateral sacralization of the fifth lumbar vertebra. 

Figure 4. Lateral roentgram of the lumbar spine with lines 
added to demonstrate unstable lumbosacral angle. 


Figure 5. Lateral roentgram of the lumbar spine demonstrating 
narrowing of the lumbosacral interspace. 


Figure 6. Lateral roentgram of the lumbar spine with super- 
imposed lines to demonstrate posterior displacement of the fifth 
lumbar vertebra on the sacrum with narrowing of the lumbo- 
sacral interspace. 


Figure 7. Lateral roentgram of the lumbar spine demonstrating 
intervertebral herniation ofthe nucleus pulposus. 


Figure 8. Roentgram of the lumbar spine with pantopaque in 
situ demonstrating the typical herniation of a nucleus pulposus 
at the fourth interspace. 


Figure 9. Roentgram of the lumbar spine with pantopaque in 
situ demonstrating amputation of the first sacral nerve root. 


Figure 10. Roentgram of the lumbar spine with pantopaque in 
situ demonstrating elevation of the“ first sacral nerve root on 
the left side. 


GONORRHEA ACQUIRED VIA RECTAL INTERCOURSE: 
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with pantopaque 


Figure 11. Roentgram of the lumbar spine 
thinning of the 


in situ demonstrating central defect noted by 
oil column in the midline. 


Figure 12. A. Anteroposterior roentgram of the lumbar spine 
four weeks postoperative demonstrating changes of the fourth 
and fifth lumbar interspaces. 


four weeks 


and fifth 


post- 
inter- 


spine 


B. Lateral roentgram of the lumbar 
ourth 


operative demonstrating changes of the 
spaces. 


Figure 13, A. Anteroposterior roentgram of the lumbar spine 
six months postoperative showing spontaneous fusion of _ the 
fourth and fifth lumbar interspaces. 


roentgram of the lumbar spine six months post- 


B. Lateral 
spontaneous fusion at the fourth and fifth 


operative showing 
lumbar interspaces. 
Figure 14, A. Anteroposterior roentgram of the lumbar spine 
three months postoperative showing intervertebral changes be- 
tween the third and fourth lumbar interspaces evidenced by) 
narrowing and increased density of adjacent vertebrae. 


B. Lateral roentgram of the lumbar spine three months post- 
operative showing intervertebral changes between the third and 
fourth lumbar interspaces evidenced by narrowing and increased 
density of adjacent vertebrae. 


Figure 15, A. Anteroposterior roentgram of the lumbar spine 
demonstrating spontaneous fusion. 


B. Lateral roentgram of the lumbar spine demonstrating spon- 
taneous fusion. 


A CASE REPORT 


ROBERT A. GREENE, Ph.D., 
Los Angeles, California 


EDWARD L. BREAZEALE, M.S.., 
Tucson, Arizona 


Thomson' in reviewing the literature con- 
cerning gonococcal infections of the anus and 
rectum, mentions that Horand (1884) reported 
eight cases of ano-rectal gonorrhea which were 
caused by direct spread from the genitals; that 
Tuttle (1893) reported three cases where gono- 
cocci were demonstrated microscopically in rec- 
tal pus; and that Bumm (1894) is credited with 
definitely demonstrating the gonococcus in puru- 
lent rectal discharges. Thomson' also cites the 
statement of Griffon (1897), “Direct infections 
of the rectum from perverted sexual intercourse 
is rather rare in women but occurs more fre- 
quently in men.” Thomson also mentions, how- 
ever, that “Verchere (1894) maintained that this 
direct infection” (i.e. of women) “was by no 
means rare, as he ascertained that few prosti- 
tutes, if any, resisted such perverted sexual inter- 
course and he declared that the habit was quite 
common.” Pelouze? states: “Though largely a 
disease of the female, there occur among those 
addicted to rectal coitus enough cases of gonorr- 
hea of the rectum, particularly in detention insti- 
tutions, to make it a matter of importance even 
in the male. The disease is extremely rare in 
individuals who follow normal sex outlets and, 


when present, usually can be traced to the intro- 
duction of a gonococcus-carrying instrument or 
finger.” 


Case History 

The late R. V. Parlett, M.D., who, at that 
time was Senior Physician with the United States 
Indian Service, Tucson, Arizona, submitted a 
slide prepared from the uretheral discharge of a 
young Indian boy, approximately 15 years of 
age. Dr. Parlett’s clinical diagnosis of gonorrhea 
was confirmed by the finding of large numbers 
of pus cells and characteristic Gram negative 
diplococci which occurred both intra and ex- 
tracellularly. At the same time, a culture, ob- 
tained by the method of Greene and Breazeale? 
was submitted. After a preliminary incubation, 
chocolate agar-proteose Peptone plates were in- 
oculated and incubated under 10% carbon dioxide. 
When subjected to the oxidase test, many oxid- 
ase positive colonies were observed. These were 
immediately inoculated into carbohydrate media. 
The organisms were Gram negative diplococci 
which produced acid from dextrose but not from 
maltose, lactose or sucrose. This definitely estab- 
lished a diagnosis of gonorrhea in the young 
Indian. 
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When the boy was questioned, in an attempt 
to determine the source of his infection, he 
denied sexual intercourse with any female; he 
further stated that he did not like girls and did 
not associate with them. His mother verified 
this part of his story. 

In some manner not known to the authors, 
the matter eventually was referred to the Tribal 
Police. Investigators learned that approximately 
one week before the young Indian had reported 
to Dr. Parlett, he had been seen entering a clump 
of bushes near an irrigation ditch with another 
male Indian of a different tribe. The latter had 
been suspected of being sexually perverted. 
Further investigation revealed that at least two 
persons who lived in the neighborhood had wit- 
nessed a peryerted sexual act between the two; 
the young Indian boy had been the “active” 
party, the other had been the “passive” party. 
The latter was apprehended, questioned by the 
Tribal Police and then examined by Dr. Parlett. 
In the examination, it was noted that the anal 
sphincter was relaxed and that there was some 
obliteration of the centrally radiating folds, 
which Peterson, Haines and Webster‘ state: “has 
been interpreted as evidence of the passive prac- 
tice of the vice; but not equivocal evidence.” 
No particular pathological or inflammatory 
changes, other than a slight discharge, was noted. 
(Cantor® states: “The chronic case may seem 
grossly normal.” ) 

Smears and cultures were obtained from the 
anus and rectum. In smears stained by Gram’s 
method, numerous pus cells containing Gram 
positive and Gram negative diplococci were 
seen; there were also many extracellular Gram 
negative diplococci. (Pelouze? has pointed out 
that in such cases, only organisms of typical 
morphology should be considered, since extracel- 
lular Gram negative diplococci are extremely 
common in the rectum. At least ten percent 
of the rectal smears show Gram positive in- 
tracellular diplococci which cannot be differ- 
entiated from the gonococcus morphologically.” ) 

The cultures, prepared as in the first case, and 
mentioned above, contained a large percentage 
of oxidase positive Gram negative diplococci 
which had the characteristic cultural reactions 
of N. gonorrheae. 

As further proof, agglutination reactions were 
performed by the method of Greene and Brea- 
zeale*. This method is identical to the method 
for seralogic identification of the meningococcus, 
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described in “Laboratory Methods of the U. S. 
Army.”’? Three wax pencil rings are made on a 
glass slide: in the first is placed a drop of phy- 
siologic saline; in the second, a drop of normal 
horse serum and in the third ring, a drop of 
polyvalent anti-gonococcus horse serum. If ag- 
glutination occurred only in the anti-gonococcus 
horse serum and not in saline or normal horse 
serum (it has been stated that the saprophytic 
and non pathogenic strains of Neisseria are 
agglutinated by normal horse serum) the cul- 
tures from oxidase positive colonies which had 
fermented only dextrose with the production of 
acid, were considered as being N. gonorrheae. 

It was observed that when suspensions of these 
two cultures (i.e., from the two Indians) were 
used an antigens (previously each suspension 
had been diluted to the same density on the 
MacFarlane scale) against polyvalent antigono- 
coccus serum, the cultures gave almost identical 
quantitative agglutination reactions. This sug- 
gested,—but of course, did not prove—that the 
two cultures were of the same type. 

Both parties were brought before the Tribal 
Court and when confronted by the evidence 
which had been accumulated from these 
sources, they admitted that they had participated 
in a perverted sexual act and were adjudged 
guilty. 


various 


Summary 
A case of gonococcal urethritis in a young 
male Indian was proved clinically, bacteriologic- 
ally and legally as being acquired via rectal 
coitus with another male Indian. Gram nega- 
tive diplococci which morphologically, 
ally and serologically were N. gonorrhea were 
recovered from the urethra of the one and the 
anus of the other. 
The use of a rapid serologic method for the 
identification of gonococci, from oxidase posi- 
is mentioned. 


cultur- 


tive colonies, 
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Editorials 


MR. EWING’S STATURE 


The educational advertising campaign spon- 
sored by the American Medical Association was 
conducted during the month of October. The 
advertisements appeared in 11,000 daily and 
weekly newspapers. Spot announcements were 
heard over 1000 radio stations. They were at- 
tractive, and instructive, and contained numerous 
well worded, and well planned phrases. There 
were no personal references. Such words as 
freedom, the voluntary way, the American way, 
democracy, were much in evidence. In fact it 
sounded very much like President Truman’s 
Speech delivered on American Foreign Policy 
on his return from meeting General McArthur 
on Wake Island. Yet a little man in Washington 
in the person of Mr. Oscar Ewing, the Nation’s 
number I advocate of government compulsory 
health insurance, called it stupid and dangerous. 
The program was well advertised in advance. 
The A. M. A. announced that it would spend 
$1,200,000. Every member of the House and 
Senate in Washington were sent the complete 
program in advance, showing the exact amount 
the doctors of America would expend and in 
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what media. But Mr. Ewing issued a news re- 
lease that the doctors were embarking on a $20,- 
000,000 smear campaign against the President's 
health program. At the same time the Hon. John 
D. Dingall, of Michigan, member of the House 
of Representatives, and well known co-author of 
the ill-famed Wagner-Murray-Dingall Bill, rush- 
ed to spread the news on the Congressional Re- 
cord of the $20,000,000 smear campaign. It is to 
be deplored that the men we select for our pub- 
lic servants should resort to such flagrant dis- 
regard of the truth. It is interesting to review 
Mr. Ewing's life to date. No one could call him 
a dangerous man. We find that he graduated 
from Harvard Law School. That he was a big 
corporation lawyer in New York City until a few 
years back he suddenly found his way into 
politics. He has not been aligned with any sub- 
versive organizations of the country. No one has 
called him a communist. However, the medical 
profession know that the Federal Security Ad- 
ministration, which he heads, harbors a number 
of well known fellow travelers. But as soon as 
he landed in Washington he began having de- 
lusions. He decided that the healthiest nation 
on the face of the globe needed compulsory 
health insurance. Of course this idea was sold 
to him by some of his subordinates in the Secur- 
ity Administration. Now he has become a one- 
man’s-band trying to convince the people that 
they cannot afford adequate medical care. That 
is the main theme of his assertions. He very 
naively announced in a recent radio broadcast 
how simple the whole plan would be in just 
these words. Quote “Everyone would pay a 
percentage of their wages or income into the 
government and then when anyone became ill 
he could select any doctor he wished and the 
government would pay the bill.” Unquote. Then 
he envisaged himself as a member of the Presi- 
dent’s Cabinet, in a newly created cabinet post 
as head of their enormous project as sole dictator 
of the Nation’s health. But Congress has repudi- 
ated him twice in this plan. If Mr. Ewing were 
asked how much of the tax payer's money the 
Federal Security Administration has spent try- 
ing to sell the American Public on his compul- 
sory insurance plan it is very evident that if the 
total amount could be computed he would divide 
it by twenty. And his news release of the 
$20,000,000 smear campaign is about as accurate 
as the figures and statistics he is using to sell 


his insurance plan. It seems that we have 
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reached that particular stage of the campaign 
when Mr. Ewing and Mr. Dingall and the other 
advocates of compulsory health insurance have 
become quite jittery. In fact not many appear 
to be willing to announce publicly that they 
favor such legislation. This is a very comfort- 
ing position for Whitaker and Baxter who have 
been waging their devastating campaign in be- 
half of the American Medical Association. In 
his recent campaign for re-election to the U. S. 
Senate from our State, Carl Hayden quietly in- 
formed several of our profession that from the 
way he sees things, any bill for compulsory 
health insurance would never reach the floor of 
the Senate. This is very encouraging informa- 
tion. And Mr. Hayden speaks with some knowl- 
edge as he has been a member of the U. S. 
Senate for twenty-four years. This does not 
mean, however, that we can relax for one minute 
in the program which we have outlined for the 
education of the public in this Nation. Primarily 
it is not a program to defeat the socialistic plan- 
ners, but instead a program to sell the American 
public on the necessity of Health Insurance. 
Furthermore, that the Blue Cross and Blue 
Shield are voluntary plans which return to them 
what they pay for, and that voluntary plans are 
their only hope of having the free choice of 
physicians, and the kind of medical care which 
is rendered under free enterprise, and is the 
envy of every other nation in the world. 

In spite of Mr. Ewing's vituperative utter- 
ances against the doctors of the country, it is 
not an odd observation that they resent him 
personally. But on the contrary they entertain 
some hope for him and others of his type who 
suffer from such simple mindedness and common 
delusions. In fact, one branch of the profession 
specializes in such disorders. 


Letter to the Editor 


Dear Sir: 


In the August, 1950, number of “Arizona 
Medicine” you printed an “Introduction to Dian- 
etics” by Dr. Lloyd F. Smith. 

Dr. Smith ably summarizes the theories, prac- 
tices, and boasts of the dianetic “movement”. By 
implication he briefly mentions its dangers: “At 
least Hubbard is no piker. He has stuck his 
neck out, way, way out. “With the techniques 
presented in this hand book... . (an) intelli- 
gent layman can successfully and invariably treat 
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all psycho-somatic ills and inorganic aberrations. 
By ‘inorganic aberration’ he seems to mean all 
neuroses and all psychoses.” 

Unfortunately, it appears necessary at this 
time to make this warning emphatically stronger. 
Dianetics is taking the country by storm; the 
dianetic bible remains on the best-seller list and 
dianetic clubs are springing up like weeds in 
the smallest towns. The “movement” has found 
followers even in professional circles. 

It is no wonder that cases begin to accumu- 
late where definite and perhaps even irreversible 
harm has been done to patients with this type 
of hocus-pocus. I have seen one patient where 
a pernicious schizophrenic reaction was precipi- 
tated by exposure to a dianetic reverie. The 
untrained “auditor” is not in a position to judge 
which unconscious “engrams” to “clear” and 
which engrams to leave alone. In other words, 
the conservatism and hesitancy which accom- 
panies all good psychotherapy is utterly and 
completely lacking. 

In many ways I am reminded of criminal 
abortions performed without indication by an 
ill-trained person. The fact that there occasion- 
ally might happen to exist a medical indication 
and that occasionally the procedure is performed 
without permanent injury to the patient does 
in no way justify our open or tacit approval. 

Like Mesmerism and other fads, dianetics is 
likely to boast of certain successes. In spite of 
the fact that a few of the dianetic theories are 
founded on sound psychotherapeutic principles, 
the “movement” must be considered as unscien- 
tific and dangerous. 


Respectfully yours, 
OTTO L. BENDHEIM, M.D. 
Phoenix 
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The Case History in this discussion is selected 
from the Case Records of the Massachusetts Gen- 
eral Hospital, and reprinted from the New England 
Journal of Medicine. The discussant under Differ- 
ential Diagnosis is a member of the staff of the 
Massachusetts General Hospital. The other dis- 
cussants are members of the Phoenix Clinical Club. 











A fifty-six-year-old toolroom clerk was ad- 
mitted to the hospital complaining of increas- 
ing weakness. 

The patient had been well until a year prior 
to admission, at which time he noted general- 
ized weakness becoming progressively more pro- 
nounced. This was accompanied by gradual 
weight loss, amounting to 25 pounds. Six months 
before entry he had severe diarrhea, lasting about 
two weeks and associated on one ocassion with 
nausea and vomiting. This was followed by a 
rise in temperature (105.2°F.) and a diffuse 
cherry-red erythema over the upper portion of 
the body. This episode lasted for about three 
days, the temperature gradually reaching nor- 
mal. Following it, weakness was more pro- 
nounced, and weight loss more rapid. 

Because of these symptoms he attended a local 
outpatient department, where he was found to 
have anemia (2,500,000 red cells, with 7 per 
cent reticulocytes). The spleen, but not the 
liver, was palpable. The urine showed a 4 plus 
test for albumin, with rare hyaline casts. The 
stomach content contained no free hydrochloric 
acid, and was positive for occult blood and lac- 
tic acid. Treatment with Feosol, yeast and dilute 
hydrochloric acid resulted in little improvement 
and three months later he was finally admitted 
to a local hospital, where he remained for five 
weeks. At that time the liver was palpable five 
fingerbreadths below the costal margin; the 
spleen was still palpable. The red-cell count 
was 2,750,000, with 10.5 gm. of hemoglobin; the 
mean corpuscular volume was 109 cubic microns, 
the mean corpuscular hemoglobin 38 millimi- 
crograms, and the reticulocyte count 0.4 to 2 per 
cent. The bleeding, clotting and prothrombin 
times were normal. The icteric index was with- 
in normal range. The serum protein was 8.7 
gm. per 100 c.c., with an albumin-globulin ratio 
of 2. The serum phosphatase was 13 Bodansky 


units per 100 c.c. X-ray studies of the chest, gas- 
trointestinal tract, long bones and pelvis were 
negative. A sternal marrow biopsy revealed no 
characteristic cellular picture, but suggested 
pernicious anemia. A liver biopsy revealed al- 
most complete replacement of normal tissue cells 
by dense fibrous tissue in which there was bile- 
duct proliferation. The liver on peritoneoscopy 
appeared grossly enlarged and roughly granu- 
lar. 

Following discharge, the patient was treated 
with yeast and liver by mouth and parenterally 
with no response, and he was finally admitted 
to this hospital two months later. 

Physical examination revealed a pale man, 
showing evidence of recent weight loss. A spider 
angioma was present on the neck. An area of 
diminished resonance and inconstant inspiratory 
rales was present at the right base. The heart 
revealed a soft systolic murmur, not transmitted, 
over the pulmonic area. The liver edge extend- 
ed from the right iliac crest to the costal mar- 
gin in the left midclavicular line and felt some- 
what nodular. The lower pole of the spleen was 
palpable. The prostate was slightly enlarged. 
There was questionable pitting edema of the 
ankles. 

The blood pressure was 100 systolic, 60 dia- 
stolic. The temperature was 99.2°F., the pulse 
80, and the respirations 20. 

Examination of the blood revealed a red-cell 
count of 2,570,000, with 8.5 gm. of hemoglobin. 
The white-cell count was 5700, with 49 per cent 
neutrophils, 30 per cent lymphocytes, 20 per 
cent monocytes and 1 per cent eosinophils. There 
were a few macrocytic red cells. The urine 
revealed a 4 plus test for albumin, and occa- 
sional red cells, white cells and granular casts. 
A bromsulfalein test showed 30 per cent dye 
retention. The van den Bergh was within nor- 
mal limits. The protein ranged from 6.2 to 7.0 
gm. per 100 c.c., with an albumin-globulin ratio 
of 2.1 to 2.5. The blood cholesterol was 122 
mg. per 100 c.c., the calcium 10.7 mg., and the 
phosphorus 4.8 mg. The alkaline phosphatase 
was 4.8 units, and the acid phosphatase 1.8 units 
per 100 c.c. A Congo red test was negative for 
amyloid. The prothrombin time was 22 seconds 
normal, 16 seconds. A blood Hinton test was 
negative. 
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A roentgenographic examination of the chest, 
a gastrointestinal series and a barium enema re- 
vealed no abnormalities, except an enlarged liver 
and spleen. 


On the sixteenth hospital day a peritoneoscopy 
revealed an enlarged liver, exactly as palpated 
with a tongue of liver tissue extending down 
below the umbilicus in the right lower quadrant 
and flank. The surface was mottled, reddish- 
yellow and questionably granular; there was a 
fairly sharp edge. There was no evidence of 
neoplastic implants. The spleen was about twice 
its normal size, smooth and dark brown. There 
was no ascites. The liver was biopsied. 


DR. O. O. WILLIAMS: 


This patient presents such a complicated sym- 
ptomatology that it would seem almost impos- 
sible to correctly evaluate into a differential diag- 
nosis. Rather than offer a definite diagnosis, I 
am going to try to offer a pathological process 
which might account for most of the symptoms 
physical and laboratory findings. 


The onset of generalized weakness of a prog- 
ressive nature and the gradual loss of weight is 
indicative of a profound metabolic disturbance. 
The diarrhea lasting two weeks and associated 
with nausea and vomiting and a diffuse cherry- 
red erythema about six months before entrance 
would seem to be an acute episode not directly 
connected with the patient's present illness other 
than to aggrevate the weakness and loss of 
weight. 


In the local outpatient department, a profound 
anemia was found. This anemia, from labora- 
tory findings was macrocytic and probably hy- 
perchromatic in type. The findings of an en- 
larged spleen and absence of free HC1 in stom- 
ach contents further supports the impression of 
P.A. However, I have never seen 7% reticulocy- 
tes in an untreated P.A. unless patient was be- 
ginning remission. The progressing symptoms 
with beginning enlargement of liver and lack of 
sustained response to liver therapy indicated 
that a remission of a P.A. was not the cause 
of the reticulocystosis. During his stay in the 
hospital the serum proteins were at the upper 
limits of normal and the A/G ratio was normal. 
The serum phosphatase was increased suggest- 
ing some bile duct blockage. At this time a 
bone marrow biopsy, if reported correctly, indi- 


cated a bile duct metastasis to bone marrow. 
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In view of two later findings, I would have to 
discard this diagnosis of the biopsy as a mistake 
of the pathologist, the person who summarized 
the case or the typist. There are very few can- 
cers which reveal their origin in their metastasis. 
These are mis-hepatomas, melanomas, epider- 
moid carcinoma, thyroid cancers of functional 
character etc. The first can be ruled out as I 
have never seen a hepatoma metastasize to bone 
marrow before manifesting itself in the lungs, 
and some months later x-rays of the chest was 
found to be normal. However, Hepatoma would 
account for all symptoms including macrocytic 
anemia and the liver biopsy might support this 
diagnosis as would also the rapid enlargement 
of the liver and this would be a logical diagnosis 
were it not for the negative chest x-ray. The 
liver biopsy suggested a cirrhosis of the liver, 
being finely granular but this rapid and massive 
enlargement would not have taken place unless 
accompanied by a malignant primary liver can- 
cer. 

The negative clinical and x-ray findings do not 
indicate a primary carcinoma elsewhere in the 
viscera. The positive renal findings might sug- 
gest a hypermephroma and these may metasta- 
size to bone marrow before manifesting them- 
selves in the lungs. However, the kidney find- 
ings cannot be definitely considered indicative 
of primary renal cancer but are more suggestive 
of chronic nephritis. The enlarged prostate 
would seem to be more suggestive of benign 
hypertrophy than cancer. With the findings one 
cannot identify a visceral cancer. 

The pathological process which might result 
in all this patients symptoms is a marked dis- 
turbance of the reticulo-endothelial system of the 
bone marrow, liver, spleen and perhaps lymph 
nodes of the mesenteric or retroperitoneal region. 
This may be neoplastic or non-neoplastic. The 
latter suggests amyloidosis, non-lipoid histiocy- 
tosis, Christians disease, Gaucher's disease and 
many others as T.B., syphilis etc. None of these 
fit the diagnosis. Because of the rapid liver en- 
largement, loss of weight, increase weakness and 
profound weakness this would seem to be neo- 
plastic or cancerous in character. One considera- 


tion has to be made. Replacement of bone mar- 


row either benign or malignant may result in 


agnogenic myéloid metaplasia associated with 


anemia and rapid enlargement of liver and 


spleen. This occurs in marble bone, myeloid 
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fibrosis, or cancerous replacement of bone mar- 
row. This is however, usually associated with 
immature cells in the peripheral blood and no 
mention is made of such abnormality. It is quite 
possible that diffuse cancerous involvement of 
bone marrow associated with agnogenic myeloid 
metaplasia may be the diagnosis in this case. 
This condition is sometimes called leucoerythro- 
blastic anemia or non-leukemic myelosis. As has 
already been stated it may be due to diffuse 
carcinomatosis but one of the frequent causes 
is plasma cell myeloma or plasma cell leukemia. 
Diffuse plasma cell myelosis or myeloma may 
cause replacement of bone marrow without x-ray 
findings of rarefactions. It might result in liver 
and spleenic enlargement, also on the basis of 
ameloid replacement. All the findings in this 
case could be accounted for on the basis of mye- 
loma. However, there are insufficient findings 
to make a positive diagnosis of myeloma, lack of 
x-ray manifestations, no evidence of Bence Jones 
protein, no increase in serum proteins and a nor- 
mal A/G ration. Consequently, I do not believe 
I can seriously entertain this diagnosis although 
it appears to be somewhat attractive. 


Somewhat related to the above is the neo- 


plastic reticulo-endothelial growths such as reti- 
culum-cell sarcoma, Hodgkin’s disease, Aleuke- 


mic myelosis or lymphoblastoma. Anyone of 
these conditions could account for all the mani- 
festations in this case. There is however, noth- 
ing in the protocol to indicate which one it 
might be. Because of the rapid progress of 
the disease, I would be inclined to reticulum 
cell sarcoma (Hodgkin’s Sarcoma). 


While no one can be definite about the case, 
I would like to summarize it as follows: We 
have a patient with a profound reticulo-endothe- 
lial disturbance, apparently of a neoplastic char- 
acter, associated with replacement of normal 
bone marrow and enlargement of liver and 
spleen. The type of bone marrow replacement 
would be cancerous in type, with no specific 
neoplasm being named. It could be carcinoma 
or sarcoma of the body elsewhere which has 
metastasized diffusely to bone marrow but is 
more likely a generalized neoplasm involving all 
the reticulo-endothelium including a myelosis 
of the bone marrow. Under the latter would be 
any of the lymphomas such as aleukemic lym- 
phoid or myeloid leukemia, lymphoblastoma, 
Hodgkin’s disease, reticulum cell sarcoma or 
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Reticulum 
My opinion 


plasma cell leukemia or myeloma. 
cell sarcoma is the more likely. 
therefore is: 

1. Primary cancerous conditions of ,reticulo- 
endothelial system, most likely reticulum- 
cell sarcoma. 

2. Metastatic cancer to bone marrow and liver. 

3. Primary myeloma of: bone marrow asso- 
ciated with agnogenic myeloid metaplasia. 


DIFFERENTIAL DIAGNOSIS 


Dr. Chester S. Keefer: The patient was fifty- 
six years of age and had been ill for over a year 
with constitutional symptoms and loss of weight, 
increasing fatigability and weakness. In the 
past there had been one episode of diarrhea of 
two weeks’ duration, during which time he de- 
veloped a temperature of 105°F., and a diffuse 
cherry-red erythema over the upper part of the 
body. I am unable to explain that episode. It 
has occurred to me that perhaps this man 
had received some sulfonamide from one of his 
physicians for the treatment of diarrhea and 
developed the fever and skin eruption as a re- 
sult. It is not stated, however, in this record 
whether that was known. There are few patients 
who have diarrhea of more than two or three 
days’ duration who do not receive one of the 
sulfonamides; some of them develop fever and a 
skin eruption if the drug is continued for a 
period of seven days or longer. 

One might, for the sake of mental exercise, in- 
dulge in some speculations concerning what 
other disorders cause diarrhea and skin erup- 
tions. We know that certain strains of hemolytic 
Staphylococcus aureus are capable of liberating 
exotoxin as well as endotoxin and occasionally 
these patients show a typical scarlatiniform erup- 
tion associated with infection. These infections 
are of short duration, the skin lesions are ex- 
foliative in character, and the gastronintestinal 
symptoms appear within a short period after the 
ingestion of food. The common foods that are 
contaminated by the staphylococcus, of course, 
are custard pies and the filling of cream puffs. If 
the organisms grow freely, they liberate an exo- 
toxin and some strains liberate an erythrogenic 
toxin, which is exceptionally difficult to distin- 
guish from the streptococcal erythrogenic toxin. 
Antiscarlatinal antiserum will, on occasion, 
blanch the rash of staphylococcal infection. 

When this patient was admitted to the first 
outpatient department he had an anemia with 
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Constipation 
in the Postsurgical 
or Bedridden Patient 


The combined effects of enforced inactivity, poor appetite and 
dietary restrictions frequently result in bowel sluggishness. 

By adding bland “smoothage” and assuring a normal fecal 
consistency and volume, Metamucil gently initiates reflex peri- 
stalsis and encourages a return of normal bowel function. 
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enlargement of the spleen and albuminuria. This 
anemia apparently did not respond to any form 
of treatment that was prescribed—iron, yeast and 
dilute hydrochloric acid. One might expect that 
the anemia would be refractory to liver but not 
to the iron or the yeast. On admission to that 
hospital the anemia was still present and was 
hyperchromic. The sternal marrow biopsy show- 
ed nothing definite but was suggestive of perni- 
cious anemia. The liver biopsy showed dense 
fibrous tissue, with bile-duct proliferation. That 
is the picture that one might see in extensive 
cirrhosis of the liver. With fibrosis, the bile 
ducts make a frantic effort to proliferate and to 
join up with the new nodules in an attempt to 
excrete bile from these cells. I think that we 
cannot accept that conclusively, however, in 
light of the fact that the liver increased in size 
rather than decreased. In any event it seems 
clear that this anemia was refractory and did not 
respond to liver, and that it was not an ordinary 
pernicious anemia. 


The physical examination on the last admis- 
sion says that a spider angioma was noted over 
the neck. When one finds spider angiomas it 
is usually suggestive that the patient has liver 
disease. These spider angiomas attracted at- 
tention in the medical literature over twenty-five 
years ago. If you read about the old descrip- 
tions of cirrhosis of the liver they are freely dis- 
cussed. Then, for a long time no one paid any 
attention to them, but in the last few years a 
great deal of interest has again been shown. 
They are dilated arterioles, and when examined 
carefully, they tend to occur only on the upper 
half of the body and, for some curious reason, 
over the area drained by the superior vena cava. 
It has been suggested that the disturbances in 
the estrogenic hormones that take place in liver 
disease may be responsible for these angiomas. 
In any event it was noted here that there was a 
spider angioma on the neck, suggesting that the 


man had liver disease. 


Then, once again, there were enlargement of 
the liver and spleen, anemia that did not respond 
and albuminuria. Someone expressed the opin- 
ion that this man may have had amyloid disease 
because of the albuminuria, the big liver and 
the enlarged spleen. This was a good sugges- 
tion, but the Congo red test was negative. A 
bromsulfalein test showed that he retained at 
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least 30 per cent of the dye, indicating that he 
had a disturbance of hepatic function. 

The x-ray studies were negative except that 
they showed an enlarged liver. Finally, there 
was another peritoneoscopy, and they found 
that the liver was still large; a biopsy was taken, 
and Dr. Castleman will shortly tell you the diag- 
nosis. 


The question that rises in this patient, of 
course, is. Was this simply a case of cirrhosis 
of the liver, or was there some process super- 
imposed on the cirrhosis? If one assumes that 
it was just cirrhosis, it is difficult to explain why 
the liver was enlarged. One must believe the 
record, which states that the liver increased in 
size from the first admission until the time of 
the biopsy that disclosed the answer. Patients 
who have an enlarging liver usually have some 
infiltrating process in that organ. The one type 
of liver disease that is associated with fibrosis, 
and even with cirrhosis, and a very large liver 
is the fatty liver. They may reach enormous 
proportions, weighing 4000 to 5500 gm. The 
story in these cases is usually characteristic. The 
patient is either a heavy gin or whisky drinker, 
consuming anywhere from a pint to a quart a 
day over many years. There is no evidence that 
this was an enlarged fatty liver. 


The first examination, with the tender spleen 
and hyperchromic anemia, certainly suggests 
that he might have had pernicious anemia, but 
that was not borne out by the therapeutic test 
and did not seem to be borne out by the gradual 
enlargement of the liver. One may encounter 
a refractory form of macrocytic anemia in pa- 
tients with cirrhosis of the liver or some disorder 
of the bone marrow, such as a lymphoma. That 
naturally raises the question whether this patient 
might have had a lymphoma with a big liver, a 
big spleen and an anemia that was macrocytic in 
type. From the original biopsy, however, there 
is no evidence that there was lymphocytic infil- 
tration of the liver. The bone marrow showed 
no changes consistent with the diagnosis of lym- 
phoma. So we have no basis in this record 
for making such a diagnosis. 


It seems to me that the likeliest explanation 
for this case is that the patient had a cirrhosis 
of the liver on which was superimposed a car- 
cinoma, but when one makes that diagnosis one 
is always treading on dangerous ground. There 
are two forms of primary liver-cell cancer. One 
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is a hepatoma, in which there is an initial lesion 
that expands and usually metastasizes by way of 
the veins, so that there is one large lesion with 
multiple small or varying sized nodules in the 
liver, with few metastases elsewhere. The other 
type of liver-cell carcinoma usually arises from 
the small bile ducts. There is some evidence in 
this case that diffuse fibrosis of the liver was 
present with bile duct proliferation. That is 
somewhat suggestive that this proliferation of the 
bile ducts was not just the type that one sees 
associated with cirrhosis of the liver with dis- 
organization of the tissue. The one point that 
I cannot explain on the basis of uncomplicated 
cirrhosis of the liver is the fact that the liver 
was so large. We know that it was fibrous and 
that the liver increased in size. These are the 
points that lead me to suspect that this man 
had cirrhosis of the liver with a superimposed 
carcinoma of the bile-duct type. That is the best 
diagnosis that I can offer; perhaps, in addition, 
the patient had some degree of nephrosclerosis. 

Dr. Benjamin Castleman: The field is still 
wide open. 

A Physician: The patient had diarrhea for two 
weeks, high fever and a large spleen. The liver 
increased in size so rapidly, without pain or 
jaundice, that one might suspect that he had 
either amebiasis or some other infection that was 
causing an abscess there 

Dr. Chester M. Jones: It seems to me that 
with an amebic abscess, the patient would have 
been running a septic temperature. 

Dr. Castleman: The chart was fiat. 

Dr. Wyman Richardson: How about the right 
half of the diaphragm? 

Dr. Laurence L. Robbins: It is normal. About 
all that these x-ray films do is to confirm that 
findings of physical examination—an enlarged 
liver, which extends down over the iliac crest, 
and a large spleen, which is visible below the 
costal margin. The only thing that I can add 
is that there are definitely no varices of the eso- 
phagus. The diaphragm is perfectly smooth in 
outline and shows nothing to suggest lobulation. 

Dr. Richardson: The bone marrow was nor- 
mal? 

That examination was done 

We have only the report. 


Dr. Castleman: 
at another hospital. 

Dr. Jones saw this patient and said: “I am 
not convinced that cirrhosis is the answer, al- 
though it may be. The lack of fever, varices 
and ascites and the presence of a big liver make 
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me question the diagnosis of cirrhosis of the 
liver.” Have you any further comment, Dr. 
Jones? 

Dr. Jones: No, except I think that the first 
biopsy report of fibrosis and apparent bile-duct 
proliferation does not prove that that was the 
picture throughout the liver. I do not believe 
that it was. 

Dr. Castleman: Unless a man is expert at tak- 
ing a biopsy through a peritonescope, he may 
take a bit of the capsule of the liver, with little 
underlying tissue, so that the specimen is not a 
true sample of the liver. 

Dr. Jones: The specimen may be a thickened 
capsule with a few bile ducts, and thus does not 
give an accurate picture. I do not believe that 
this biopsy makes or breaks the diagnosis. If 
it were pure cirrhosis, it would tend to be a 
fatty liver, as Dr. Keefer has pointed out, or 
biliary cirrhosis. The description given at the 
second peritoneoscopy—a smooth or finely granu- 
lar liver with mottled yellow areas—is not at all 
unlike what we see in cases of biliary cirrhosis, 
but it is curious for biliary cirrhosis to show this 
clinical picture. It does happen, but it is un- 
usual. 

Dr. Castleman: How would Dr. Keefer ac- 
count for the appearance of the liver at the 
second peritoneoscopy with a diagnosis of cirr- 
hosis and hepatoma? Would they not be easily 
visible? 

Dr. Keefer: That would depend entirely on 
how far from the surface the hepatoma was. In 
some hepatomas the original mass is beneath the 
capsule and does not project beyond the capsule. 
Although many of them produce large lobulated 

Dr. Richardson: It would be useful to have 
detailed information regarding the blood picture. 
This was a macrocytic anemia. Pernicious ane- 
mia could account for it. 

Dr. Castleman: I do not believe that the 
blood picture as reported gave evidence of per- 
nicious anemia. 

Dr. Richardson: The mean cell volume was 
109 cubic microns. I do not know where it was 
done. If it was done in the Baker Memorial 
Laboratory that would be on the macrocytic 
side. Ordinarily it should perhaps be more than 
that before one could be sure that it was really 
a macrocytic anemia; 120 cubic microns would 
be quite suggestive, 109 slightly suggestive. 

Dr. J. H. Means: 
lymphoma although there is no proof of it. 


I suppose it could be 


He 
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had a large spleen, anemia and fever on one 
occasion, all of which is suggestive. 

CLINICAL DIAGNOSIS: 

Cirrhosis? 

Carcinoma of liver? 
DR. KEEFER’S DIAGNOSIS: 

Cirrhosis of liver, with superimposed _bile- 
duct-cell carcinoma. 

ANATOMICAL DIAGNOSIS: 

Plasma-cell myeloma involving liver and bone 
marrow. 


PATHOLOGICAL DISCUSSION: 

Dr. Castleman: The biopsy of the liver 
showed no evidence of cirrhosis. The most strik- 
ing finding was tremendous dilatation of the 
sinusoids, which were filled with typical plasma 
cells. This patient, therefore, had plasma-cell 
myeloma involving the liver. 

To confirm that diagnosis a sternal biopsy was 
done, and this showed that the marrow was 
almost completely replaced by plasma cells. 
When that was confirmed a peripheral blood 
smear was examined by Dr. Richardson, who 
found plenty of plasma cells. 

The urine was examined and found to contain 
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Bence-Jones protein, which had not been looked 
for before. 

The patient died at home three months later, 
but no post-mortem examination was performed. 

X-ray films were taken after the diagnosis was 
established. 

Dr. Robbins: There is nothing in the bones 
to suggest myeloma. 

Dr. Castleman: I suppose that the one clue 
to the diagnosis was the high serum protein. 

Dr. Richardson: It was not particularly high, 
but perhaps higher than it should have been. 

A Physician: How do you account for the fact 
that the plasma cells were not reported in the 
bone marrow biopsy? 

Dr. Castleman: We simply had the report from 
the other hospital. 

A Physician: Is there a diffuse generalized in- 
filtration, or may it be patchy? 

Dr. Castleman: Multiple myeloma is by and 
large, patchy, as its name indicates, but in the 
cases in which the bones do not show multiple 
lesions it is usually a diffuse disease, or what 
may be called “plasma-cell leukemia.” In the 
patchy type the liver and spleen are almost 
always normal. 
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TOPICS OF CURRENT MEDICAL INTEREST 


RX, DX, AND DRS. 


By GUILLERMO OSLER, M.D. 


If confiidence is to be a factor, the HEALTH 
INFORMATION FOUNDATION has appointed a 
Citizens’ Advisory Committee which is solid gold 
...-Admiral Blandy (U.S.N., Ret.) is head of the 
foundation, and ex-president Herbert Hoover is 
chairman of the Committee. The new members 
include Compton of M.I.T., Douglas (Aircraft), Dr. 
Bridge of Caltech, F. Eberstadt, Mrs. Houghton 
(Federation of Women’s Clubs), Kline of the 
American Farm Bureau Federation, and L. L. 
Strauss of Rockefeller Bros . . . They are to in- 
vestigate the medical services of several typical 
large towns. 





The world’s first “ALUMINUM HOSPITAL” is 
being completed at Bradford, Pa. ... The outside 
walls are composed of dull panels of aluminum, 
a material which has recently been used in the 
United Nations building, Rockefeller Center, etc. 

The Hospital also is to have a two-way com- 
munications system between many of its beds and 
the nurses stations, and a central pharmacy which 
will supply sterile supplies and all except emer- 
gency drugs by a speedy dumb-waiter. 





The Arizona Blue Shield program has a 94 PER 
CENT PARTICIPATION by the state’s physicians. 
....This is notable enough to be given a news 
paragraph in ‘Hospital Management.’ 





The NEWER ANTIBIOTICS have an extra 
hurdle to clear compared with their pioneer 
cousins .... They must be tried out on a variety 
of diseases and bacteria, as was pencillin. They 
also have to show their worth in cases where peni- 
cillin and other drugs have failed, or have pro- 
duced a bacterial resistance .... Terramycin seems 
to be a good hurdler. 





A good brief for resection in cases of DIVER- 
TICULITIS of the colon is presented by Boyden 
in the Annals of Surgery .... He reports 38 par- 
tial colectomies. About 95 per cent of those fol- 
lowed for more than one year are living and well. 
. . . -He advises the use of a radical PARTIAL 
COLECTOMY, with the colostomy period limited 
to an average of only four weeks .. . He agrees 
with Pemberton and Smithwick that these results 
are a great contrast to the poor late results of 
medical treatment, or a more temporizing surgical 
therapy. 





Where might one learn to REMOVE VARIOUS 
TYPES OF STAINS? ... . The American Insti- 


tute of Laundering (Joliet, Illinois) will give the 
information, or the American Hospital Association 
will arrange to obtain an answer. 





LEST WE FORGET DEPARTMENT — ‘The 
Chaser’ is a san. paper published at Sanatorium, 
Texas. It tells of a pioneer Arizona physician in 
its August, 1950 issue... . HIRAM W. FENNER 
was a specialist in diseases of the chest at Tucson 
near the turn of the century. He lived from 1859 
to 1929, and practiced there for 39 years... . 
Dr. Fenner was an early advocate of artificial 
pneumothorax, and in 1900 “he prevailed upon 
the Sisters of St. Mary’s Hospital to build a sana- 
torium which is still operated”. He also arranged 
for the installation of Tucson’s first X-ray equip- 
ment .. . Now where do you suppose they found 
all that? Only a few physicians remember him, 
and he really deserves to have a fund or building 
named after him. 





A map of the United States, showing the shift 
of PHYSICIAN POPULATION in the past 12 
years, is an interesting sight .... Arizona has the 
highest gain (+66%), more than California (54%). 
. ... The trend is westward in general, but the 
source of movement is somewhat surprising. All 
of the ‘minus’ states are either on or contiguous 
to the Mississippi River. Iowa, Missouri, Arkansas, 
Mississippi, Kentucky, West Virginia, Nebraska, 
Oklahoma, and North Dakota have lost a lot more 
doctors than they gained. Kansas and S. Dakota 
show nearly no gain. 





One would almost swear that all the possible 
variations of chest surgery for tuberculosis had 
been devised. Now Dr. Richard Overholt, a noted 
surgeon of Boston, comes up with a style of thora- 
coplasty which sounds as though it could be a 
sensation. The name is "COSTOVERSION THO- 
RACOPLASTY’. The ribs are removed as usual, 
then inverted so that the arc is reversed, and the 
ends are sutured back in place. One rib is laid 
along the trough to act as a strut, and sutured 
to the first rib above and the first intact rib be- 
low .... The first report tells of three successful 
and uncomplicated cases, but the fate of the 
‘planted’ ribs is not known . . .. The simplicity 
of the operation will make a lot of surgeons bite 
their nails — though it was thought of many years 
ago. The fixation of the mediastinum prevents 
paradoxical movement, lessens pain, and improves 
the collapse. It probably is not the fastest thoracic 
operation, but may prove out. 
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If one uses the weather as a conversation piece, 
the wheels of science have turned out a new 
gadget to make speculation more precise ...A 
wet-and-dry-bulb barometer, smaller than a pen- 
cil, may be carried in the pocket. It gives accurate 
readings which can be turned into RELATIVE 
HUMIDITY FIGURES by means of a built-in 
slide rule. 


The question of what stimulant to use, and 
why, is often raised these days. We must expect 
a great deal from drugs, but must use them speci- 
fically to obtain it... An ANALEPTIC is a drug 
capable of stimulating the central nervous sys- 
tem, and therefore used to overcome a depression 
of that system. They may be classified as follows: 
1. Those which have a PRIMARY STIMULANT 
action on the nervous systems. They include 
picrotoxin, metrazol, nikethamide (coramine), and 
the obsolete strychnine, caffeine, and atropine... . 
2. Those which act through REFLEXES, chiefly 
from the carotid and aortic bodies. They include 
alpha lobeline; camphor, alcohol, and ether (by 
injection); nose, mouth, and stomach irritants (in- 
cluding ammonia, whiskey, etc.) . . . . 3. Drugs 
which STIMULATE BOTH CNS AND CV SYS- 
TEMS, and which in overdose produce convul- 
sions, hypertension, and tachycardia. They include 
the aromatic sympathomimetic amines; those with 
relatively great CNS effect, such as amphetamine 
are to be preferred to epiephrine, ephedrine, etc. 
.... 4 Substances which stimulate nerve tissue 
by the formation of BIOCHEMICAL REACTIONS. 
They include certain members of the vitamin B 
complex, as well as pyruvate, succinate and fuma- 
rate (of the CH metabolism cycle) ... The A.M.A. 
Council of Pharmacy and Chemistry has described 
the mechanisms by which these analeptics act. 


Comment by Mark Twain on the gastrointest- 
inal tract: “Only presidents, editors, and people 
with tapeworms have the right to use the edi- 


s- 


torial ‘we’. 


The J.A.M.A. report by Graham and Wolf on 
causes of CHRONIC URTICARIA bears re-em- 
phasis. Few things have been more puzzling than 
recurrent hives .... Allergy, which is said to have 
nothing to do with the condition, has often been 
unjustly criticized because it has failed to provide 


an answer to the problem .... The authors have 
found that every case was associated with a speci- 
fic, intense emotion — A RESENTMENT at be- 
ing trapped in a situation. (This emotion differs 
from hostility) . . . . The urticaria was localized 
evidence of a more generalized cutaneous vaso- 
dilatation. 
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The Schering Corporation has started a new 
kind of publication. The first issue of “MEDICINE 
IN THE NEWS’ was published by them in August 
1950. . . . It consists of brief reviews of articles 
on medical subjects which appear in the public 
press, chiefly women’s magazines, as well as a 
few books of popular use. ... It is interesting to 
look over the literate patient's shoulder, and might 
be helpful to have tips on the questions they may 
ask. 


I heard a doctor forcefully refuse to have any- 
thing to do with a recent project sponsored by 
the federal health service. His attitude sounded 
narrow, since the project seemed praiseworthy. ... 
The M.D. was firm, however, and stated that he 
did not trust ANY move of a group (or ‘camel’) 
which he said would get into a tent under a pre- 
tense and then push the tenant out. The social- 
izers plan all sorts of subsidies in order to accom- 
plish ‘health insurance’ and control. They 
flatter medicine by putting it high on their list, 
next to banking and electric power. Unquote. 

The obstinate doctor could be right, but it is 
hard to decide on the delimiting line . . . The 
Chronic Disease section of the U.S.P.H.S., for in- 
stance, is planning a routine examination for 12 
disorders — the ‘MULTIPLE SCREENING’ PRO- 
GRAM (for tuberculosis, heart disease, syphilis, 
nutritional deficiencies, sight and hearing defects, 
malaria, glaucoma, anemia, diabetes, nephritis, and 
hypertension). . . . This could be wonderful for 
the public and provide a huge field for physicians, 
since the findings of the technicians are to be 
referred for diagnosis. . . . The U.S.P.H.S. is a 
part of the Federal Security Agency, however, 
and the boss of this huge outfit is a man named 
EWING — and nobody needs to be told that he 
is the chief proponent of socialized medicine, with 
its changes, controls, and enforcements. 


Most hospitals would just love to have money 
enough to copy the new Goldblatt Memorial Cancer 
Research set-up in Chicago. . .. Among other firsts 
they are said to have the first operating rooms 
which are WIRED FOR RECORDED MUSIC.... 
Patients who have spinal, local, or regional anaes- 


thesia may select one of two programs (classical 
or popular), and receive the music through ear- 
phones during the surgery. . . . Music is said to 
lessen the emotional disturbance. Sixty-one per 
cent selected the classical recordings; thirty-one 
per cent preferred popular music; and 8 per cent 
apparently refused to be distracted from their 
malaise. Nearly 80 per cent of the trial group were 
enthusiastic. (“Have I told you about my opera- 
tion? The theme song was “Goodnight, Irene’!”’) 
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PERSONAL NOTES 


Dr. Lowell C. Wormley, Phoenix, received 
notification of his selection for fellowship in the 
American College of Surgeons, August 20th. 

Drs. L. C. McVay and Preston T. Brown, 
Phoenix, attended the meeting in Milwaukee, 
Wisconsin, September 21, 22 and 24th, of the 
Central Association of Obstetrics and Gynecology. 

Drs. Frank Edel, Joseph M. Greer, and Thomas 
C. Wilmoth, all of Phoenix, attended the South- 
western Surgical Congress September 25, 26 and 
27th in Denver, Colorado. 

The September staff meeting at the Good 
Samaritan Hospital, Phoenix, was addressed by 
Dr. R. J. Antos, Phoenix, on the subject “Pulmon- 
ary Moniliasis, an Established Case with Ap- 
parent Recovery”. This was discussed from a 
roentgenologic standpoint by Dr. E. H. Bregman. 
W. E. Lox, PhD., discussed the laboratory work- 
up. Dr. Karl Harris then followed with a “Pres- 
entation of Three Cases of Foreign Body Granu- 
loma”. 

Dr. James A. Dolce has been appointed City 
Health Officer of Phoenix, Arizona. He obtained 
his medical degree from the University of South 
Carolina, and a Masters degree in Public Health 
from Columbia University. He is a fellow of 
the American Public Health Association, and 
Certified by the American Board of Preventive 
Medicine and Public Health. Prior to his com- 
ing to Phoenix he was professor of Preventive 
Medicine and Public Health at the University 
of Buffalo Medical School, as well as in charge 
of the Maternal and Child Health in the Erie 
County Health Department and the Buffalo, 
New York Health Department. 

Dr. John Eisenbeiss, Phoenix, addressed the 
August Staff Meeting of St. Joseph’s Hospital, 
Phoenix, on “A Case of Pituitary Tumor.” Dr. 
John Green, Phoenix, discussed the presentation. 

Dr. John Emmett, Epidemilogist of the U. S. 
Public Health Service, spoke before the St. 
Monica’s Hospital, August Staff Meeting on the 
“Epidemiology of Anterior Poliomyelitis.” 

Dr. DeWitt W. Englund, Phoenix, discussed 
“What Is Rheumatism” at the meeting. 

Dr. Paul Case, Phoenix, announced to the 
Maricopa County Medical Society at its first fall 
meeting October 2nd at Good Samaritan Hos- 


pital, that the Kiwanis was sponsoring a “Ki- 
wanis Foundation Clinic for Handicapped Chil- 
dren.” This foundation is to provide free medi- 
cal care for handicapped children not covered 
by other agencies such as the Arizona Society 
for Crippled Children, The Polio Foundation, 
and the Welfare Board. Applications for treat- 
ment under this Foundation are to be directed 
to Mr. Herb Askins, Phoenix. Board members 
include: Drs. Geo. A. Williamson, Geo. S. En- 
field, and Mr. J. H. Laney, all of Phoenix. 

A Clinical Pathological Case of Acute Nep- 
hritis in a twenty-one year old girl was discussed 
by Drs. R. Hussong, F. W. Holmes, and O. O. 
Williams, Phoenix, at the September Staff Meet- 
ing at St. Joseph’s Hospital, Phoenix. 

The Augusta Staff Meeting at Good Samaritan 
Hospital, Phoenix, heard a report by Dr. D. 
Haislip, of the “ACTH-Cortisone Committee.” 
A case of Lymphatic Leukemia” treated by 
ACTH with indifferent results was presented by 
Dr. T. C. Wilmoth, Phoenix. 

Dr. Harold West, Los Angeles County Hospi- 
tal, Los Angeles, California, spoke on “Recent 
Trends in the Management and Care of Polio- 
myelitis” at the St. Monica’s September Staff 
Meeting, emphasizing the importance of ade- 
quate respiratory interchange in the patients 
and the relation of acidosis to their care, as well 
as the importance of a high protein intake to 
the patient. 

Dr. Albert Eckstein, Phoenix, discussed “Re- 
cent Advances in ACTH and Cortisone Ther- 
apy” at the Staff Meeting in September at St. 
Monica’s Hospital; while from the surgical de- 
partment of the hospital an interesting recovery 
from measles, complicated by pneumonia and 
generalized peritonitis from a ruptured acute 
appendicitis, followed by bilateral subphrenic 
abscesses was reviewed by Drs. W. H. Cleve- 
land, Carl Holmes, and Douglas D. Gain. 

Dr. John B. McAdams, of St. Paul, Minnesota, 
has replaced Dr. R. A. Gutekunst, as resident 
physician at the State Tuberculosis Sanitorium 
in Tempe. 

Dr. L. R. Mezera, director of Maternal and 
Child Health Division of the State Department 
of Health, calls attention to the marked increase 
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in whooping cough throughout Arizona; over 
1300 cases has already been reported in Arizona 
in 1950 as contrasted with 562 cases for all of 
1949. Adequate immunization procedures should 
improve the condition. 

Dr. Esther M. Closson, Tucson, has been ap- 
pointed assistant health officer of Tucson-Pima 
County Health Unit. She replaced Dr. Edwin 
West, who returned to service in the U. S. Mar- 
ine Corp. 

Dr. James A. Dolce, Phoenix, recently address- 
ed the Maricopa County Medical Society. He 
stated that he was organizing the City Health 
Department into four departments:—1) Sanita- 
tion. 2) Nursing. 3) Laboratory, and 4) Health 
Education. The major problem of his health de- 
partment, he stated, was that of tuberculosis 
control and case finding. The city council had 
just authorized expenditure of $10,000 on the 
1951 campaign for chest X-ray surveys in this 
regard, he said. Other problems of prominence 
to be worked upon vigorously were—fly control 
and refuse disposal, the problem of our 1600 
chicken coops within the city limits, education of 
restaurant managers and control of food hand- 
lers, and finally the starting of free prenatal and 
well-child clinics under the city health depart- 
ment. 

Dr. T. H. Payne, of Detroit, Michigan, spoke 
to the Maricopa Medical Society meeting Octo- 
ber 2nd at the Good Samaritan Hospital on 
“Newer Uses of Chloromycetin.” He told of its 
efficiency in trachoma, keratitis, gonorrhea, and 
typhoid. He warned against massive initial dos- 
ages which might give anaphylactoids type of 
shock due to massive death of circulating or- 
ganisms, particularly in typhoid fever. 

Dr. George E. Randall, Phoenix, has been re- 
called to active duty with the U. S. Army. 

The Maricopa County Medical Society Na- 
tional Medical Defense Committee has been or- 
ganized under the direction of President Henry 
Williams, Phoenix. Its recent report by Dr. 
Preston Brown, Phoenix, outlined its broad ob- 
jectives, as first procurement of medical officers 
for the armed forces under the chairmanship of 
Dr. Oscar Thoeny, Phoenix, second, provision for 
medical care in the event of national or regional 
disaster under the chairmanship of Dr. Ben 
Frissel, Phoenix; and thirdly, provision of means 
to reduce hardship of these going into the service 
under the chairmanship of Dr. Donald Polson, 
Phoenix. 
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If members or secretaries of medical societies 
other than Maricopa County would be so kind 
as to forward information concerning its per- 
sonnel, of general interest, to the editor of Ari- 
zona Medicine, this column in Arizona Medicine 
could be made of considerably more statewide 
interest. Contributions will be welcomed! 

Prior to the death of Dr. Orville H. Brown, 
Phoenix, there was undertaken a collection. of 
facts and statistics with a view to develop and 
publish the history of Arizona medicine. The 
project has not been completed and Mrs. Orville 
Brown has expressed the desire that the work 
be concluded as a historic reference material. 
All available material is on file at the Central 
Office of the Arizona Medical Association. The 
Arizona Medical Association is searching for 
someone who will volunteer his services to un- 
dertake and complete this work. Anyone so in- 
terested please contact the Arizona Medical 
Association through its secretary Dr. Frank J. 
Milloy, Phoenix. 

Help! Help! Send information of statewide 
interest for Personal Notes to the Editor, “Ari- 
zona Medicine,” Phoenix, Arizona. 

Dr. John Kruglick of Phoenix, at the invitation 
of the Central Arizona Light and Power Com- 
pany, appeared on its KPHO-Television program 
September 29, 1950, at 5:30 P.M. His subject 
was “Preventive Colds—What To Do and What 
Not To Do.” This presentation, entitled “Reddy 
Kids,” is a service program for children spon- 
sored by Calapco and from all reports Dr. Krug- 
lick’s presentation was very ably presented and 
well received. 

Members of the Maricopa County Medical 
Society and ‘its Woman's Auxiliary recently com- 
pleted a course of Effective Speaking with em- 
phasis on the subject Socialized Medicine and 
The American Way conducted through facilities 
offered by the Central Arizona Light and Power 
Company of Phoenix, Arizona, which was well 
presented with effective results. 


Dr. Marcy L. Sussman delivered the Carpenter 
Memorial Lecture at the New York Academy 
of Medicine on October 12. His subject was 
“Skeletal Changes Associated With Disease of 
the Blood.” 

Dr. Blair W. Saylor, Tucson has passed his 
examinations for the American Board of Oto- 
laryngology which were held in Chicago, Oc- 
tober, 1950. 
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THE ARIZONA MEDICAL 
ASSOCIATION, INC. 
PROFESSIONAL BOARD 


Organizational meeting of the Professional 
Board of The Arizona Medical Association, Inc., 
held in Parlor E of the Pioneer Hotel, Tucson, 
Arizona, Sunday, September 10, 1950 convened 
at 11:10 A.M., Dr. Arthur J. Present, Chairman, 
presiding. 

PRESENT: Doctors—Kinkade, J. M., Present, 
Arthur J., Chairman; Snyder, B. L., Thompson, 
Hugh C., Van Epps, C. E., Zemsky, Boris. 

EXCUSED: Doctors—Born, E. A., Hastings, 
Robert E., President; Lytton-Smith, James, Mil- 
loy, Frank J., Secretary. / 

GUESTS: Doctors—Polson, Donald A., Ward, 
James P., Westervelt, Marcus W. 

MINUTES 

It was regularly moved and unanimously car- 
ried that the minutes of the Meeting of the 
Professional Board held in Phoenix April 16, 
1950 be approved as printed and circulated 
among the Members. 

ELECTION OF CHAIRMAN 


It was moved by Dr. Snyder, seconded by Dr. 


Kinkade and unanimously carried that Dr. 
Arthur J. Present be elected Chairman of the 
Professional Board for the ensuing fiscal year; 
and that Dr. Bertram L. Snyder be elected alter- 
nate to serve as Chairman in the event Dr. 
Present is recalled to active military duty. 
1950-1951 SEMINAR AND EDUCATIONAL 
PROGRAM—ATOMIC WARFARE 

Dr. Polson advised that at the request of the 
Arizona Military District in May of this year 
he attended a six-day Army Graduate Medical 
School course in Nuclear Energy and its Medical 
Aspects at Walter Reed Hospital in Washington. 
Dr. Westervelt in December of last year took 
a similar course at the request of the National 
Guard. It was the opinion of Dr. Present that 
any Seminar program this year should include 
not only the presentation to the doctors of the 
state the medical aspects of atomic warfare, but 
on warfare in general and that the Seminar 
Committee should consider itself ready to co- 
operate in any way in the Governor's Civil De- 
fense Board if called upon so to do with the 
thought that the management and organization 
of the medical profession should be left to this 
Committee of the State Association. Dr. Ward 
indicated that there is a good possibility of ex- 


periencing a large number of civilian casualties 
and a considerable influx of people in this State. 
This latter possibility may occur well in ad- 
vance of any actual atomic warfare and it was 
believed advisable to include in any course of 
training what individual communities might 
expect and do in the handling of evacuees be 
they casualties or otherwise. 

Dr. Thompson proposed that Seminars be 
handled in Maricopa and Pima Counties in con- 
junction with its respective Medical Society 
Meetings and that a schedule be arranged to 
conduct similar courses of instruction through- 
out the outlying Counties in much the same 
fashion as post graduate training was conducted 
during the last fiscal year. The Southern Dis- 
trict would include such areas as Globe-Miami, 
Safford, Bisbee-Douglas and Coolidge-Florence 
in one circuit, the Northern District Winslow, 
Flagstaff, Prescott and Kingman and the Yuma 
area as a separate district. 

Reporting on the results of a canvass of the 
membership in which Seminars were held last 
season, Dr. Thompson reported that the response 
was approximately 50-50 as to whether they 
desire the same type of Seminars previously held 
which involved three men from outside at con- 
siderable expense or whether they wished doc- 
tors from the State to conduct the one-day Sem- 
inars at a greatly reduced expense. Out of a 
response of 60, 45 indicated attendance and in 
answer to the question 47 indicated a desire for 
similar Seminars with outside physician instruc- 
tors; approximately 4 did not wish them; and 4 
suggested they be not held until 1951. In an- 
swer to the question whether such Seminars 
should be conducted by Arizona physicians 20 
voted Yes, 16 No and 15 doubtful, however all 
were definitely in favor of Seminars. 

Following considerable discussion it was con- 
cluded that this Board through its Seminar Com- 
mittee arrange a series of Seminars to be con- 
ducted in the Southern and Northern Districts 
also the Yuma area for the purpose of acquaint- 
ing the physicians of the State with necessary 
available information on Medical Defense against 
Atomic Warfare and measures to be taken in the 
event of a mass evacuation from California. 
Such Seminars are to be of one day duration 
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with sessions from 2 to 5 P.M. and 8 to 10 P.M. 
Dr. Polson of Phoenix agreed to conduct the 
course of instruction in the Northern group in- 
cluding Defense Against Atomic Bombs and the 
Modern Treatment of Burns and in the Southern 
District Dr. Westervelt agreed to conduct dis- 
cussion on Defense Against Atomic Bombs with 
Dr. Wilkins Manning of Tucson assuming dis- 
cussion on the Modern Treatment of Burns. Dr. 
Ward agreed to supply an instructor, possibly 
Frank Williams, representing the State Depart- 
ment of Health who will discuss Public Health 
Measures including sanitation, mass evacua- 
tion, etc., at each session at no cost to the Asso- 
ciation and will similarly supply transportation. 
The schedule is to be developed at the conven- 
ience of both the instructors and members of 
the profession in the localities to be selected. 
The State of Arizona will be asked to assume 
the expense, but it was agreed in the event the 
State did not the Medical Association will. 


It was moved by Dr. Thompson, seconded by 
Dr. Zemsky and unanimously carried that the 
Professional Board conduct Seminars through- 
out the small communities of the State to be 
given by one of the physicians trained in atomic 
defense and a surgeon who can discuss burns, 
treatment and other surgical emergencies, to- 
gether with a member of the State Department 
of Health, compensation to be given the two 
speakers who are practicing physicians at $50 
a day and expenses, the Seminars to be held 
within the next two or three months. 


Following completion of the development of 
the Seminar program it was directed that a 
suitable letter be forwarded to the Governor of 
this State requesting financial assistance in the 
cost of conducting these courses of instruction 
and that the over all program be given proper 
publicity. 

Discussion also ensued as to what steps should 
be taken to properly and adequately instruct 
the lay public as to the aspects of atomic war- 
fare in order that they might be better able to 
help themselves and understand the problem 
in such emergency. At the request of the Board, 
Drs. Polson and Westervelt agreed to develop in- 
formation for release to the public. 

Dr. Thompson further expressed the thought 
that decision should be made at this time as 
to whether or not additional Seminars will be 
given by Medical School teams during the com- 
ing year. Two or three months are required to 
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arrange such a program and if determined upon 
plans should be undertaken now. The Seminars 
held last year with the State Department of 
Health participating involved an expenditure of 
approximately $3,000, the State contributing 
$1,200 thereof, the attending physicians $600 
and the State Medical Association the remaining 
$1,100. After considerable discussion it was 
concluded that inasmuch as another Board Meet- 
ing will be held in about two months decision 
could be made at that time. It was suggested 
that Members of the Board contact Members 
of their respective local Societies and obtain 
their views as to the continuance of the Semin- 
ar Program. It was the impression of Dr. 
Thompson that it’s an awful lot of money to 
spend for so relatively a small group of men, 
Maricopa and Pima Counties being excluded, 
and yet it is offering post graduate education 
practically at the doors of the hometown at a 
very small cost to those in attendance and 
that it is an excellent thing to do. 


SUB-COMMITTEE REPORTS 
Venereal Diseases 
Zemsky, Sub-Committee Chairman on 


Dr. 
Venereal Diseases, reportedl that the State De- 
partment of Health now has an active V.D. 
Control Officer who has outlined a rather inten- 
sive educational program. Commencing the 
program in October, two weeks each will be de- 
voted to the Phoenix and Tucson areas followed 
by a schedule of one week each in two other 
counties. The over all program will consist of 
radio time, newspaper advertising, talks before 
civic and lay groups, P.T.A., etc., and effort is 
being made to run educational shorts in the mov- 
ing picture theaters. The group would like the 
activity co-sponsored by the Arizona Medical 
Association at no cost to the Society. Material 
will be furnished by the U. S. Public Health 
Service through the facilities of Columbia Uni- 
versity and Hollywood where movie shorts, 
scripts, etc. have been completed. The public 
will be encouraged to take seriously the V.D. 
problem in their community and seek the ad- 
vice of the physician of their choice or the 
facilities of the local health officer for examina- 
tion. 

It was regularly moved and unanimously car- 
ried that this Association co-sponser as a joint 
effort the V.D. educational program of the 
Arizona State Department of Health at no ex- 
pense to the Association. E 
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Tuberculosis 

Dr. Snyder, Sub-Committee Chairman on Tu- 
berculosis, reported that his Committee had con- 
tinued work with all the organizations inter- 
ested in tuberculosis control in the State. One 
matter of importance is that during the next 
session of the Legislature effort will be made, 
following agreement with the Tucson doctors, 
to develop some plan to add possibly 50 beds as 
an addition to the Pima County Hospital or some 
other facility here in Tucson as an adjunct to 
the facilities in Phoenix. Effort was rather futile 
during the last session of the Legislature to ob- 
tain authority to increase bed capacity at the 
State Sanitarium in Phoenix. It is believed the 
Legislature might look with more favor upon 
the development of additional bed capacity in 
Tucson to serve the Southern area. While the 
proposed project will probably be approached 
through the medium of the Tuberculosis Associa- 
tion, Dr. Snyder expressed the desire to meet 
with several of the Tucson physicians interested 
seeking their views and cooperation to this end. 
It was the concensus of opinion that following 
a meeting with the local physicians here in 
Tucson if some agreement could be reached as 
to the desirability of increasing the bed capa- 
city in this area and such recommendation is 
submitted to the State Association through the 
Professional Board its weight might then be 
employed to support such a program. 

Reporting on the results of the Pneumothorax 
Questionnaire previously circularized, Dr. Snyder 
advised that one of the biggest problems at the 
State Sanitarium is that due to surgical facilities 
the turnover of patients is rather great and they 
have not been able to keep them as long as they 
would like to. Many are borderline cases and 
an attempt has been made through the canvass 
of the membership to find out, particularly as 
regards pneumothorax treatments, if the doctors 
have the equipment and are willing to continue 
those treatments on discharge of the patients 
from the sanitarium. If some of these borderline 
cases could be discharged a little sooner and 
you can be assured that they will receive ade- 
quate care if sent back to some of the more 
isolated communities, the situation would be 
improved. Information received through the 
questionnaire indicates that there are quite a 
number of physicians that have the equipment 
and are willing to follow up the cases. 


Maternal and Child Health 
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Dr. Van Epps, Sub-Committee Chairman on 
Maternal and Child Health, reported that he 
was anxious to organize his Sub-Committee and 
expected to make appointments in the near fu- 
ture. The Committee is apprehensive of the 
infant and maternal death rates in the State of 
Arizona and effort will be made to develop 
statistics which are essential in the formulation 
of an effective program. While the maternal 
mortality is not great, 27 cases being of record 
last year, it was suggested that a questionnaire 
be sent out on every maternal death through 
this Sub-Committee requesting the physician to 
report in detail the circumstances surrounding 
each case. With the interest of the Association 
behind the inquiry it is felt certain that such 
maternal mortality may be further reduced. 


Dr. Thompson discussed the infant mortality 
problem in Arizona. He stated that in an effort 
to get perhaps a little information and knowledge 
of the situation, the Arizona Pediatrics Society 
sponsored a group of trips to the Indian Reser- 
vations which the State Department of Health 
paid for and conducted. A report was submitted 
and as might be expected the situation is so 
intimately tied up with economics that it is tar 
from being purely medical but still the medical 
set up they have is perfectly horrible, at least 
on the Papago Reservation. It is utterly and 
totally inadequate and I think it might be nice 
to eventually get not only the Arizona Pediatric 
Society, whom I hope will go on record as giv- 
ing definite recommendations, but also the Pro- 
fessional Board and through it the Medical As- 
sociation, put the bee on the Indian Bureau and 
the Congress of this State to work on more 
decent equipment. It was pointed out that the 
Papago Reservation has an area as large as the 
State of Connecticut comprising 73 villages with 
one physician to cover the area and the only 
hospital at present is at the extreme eastern end 
of the Reservation, in fact off the main Reser- 
vation. and as far as 85 to 100 miles from some 
of the villages. The only transportation that 
these people have to get to the villages is pro- 
vided by the government for the very sick, ex- 
cept they have horses and wagons. Only two 
field nurses are available to cover this entire 
huge area and the problem is further compli- 
cated by the fact that the field nurses and doc- 
tors speed no Papago and a third of the Papagos 
speak no English. Papago is not a written lan- 


guage so little can be accomplished with visual 
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aids, at least with written visual aids. An infant 
mortality rate of between 20 and 25% exists on 
the Papago Reservation with a life expectancy 
at birth of only 17 years. It was pointed out 
that effort is being made by the Indian Service 
to improve the plight of the Indian and within 
the year Dr. Lynn J. Lull has been assigned to 
the area as Medical Consultant. The Council 
of this Association has referred to the Medical 
Economics Committee the problem at hand and 
conferences are now being held through its 
Chairman, Dr. George G. McKhann, and it is 
expected a report with recommendations will 
soon be forthcoming. Lengthly discussion ensued 
pertaining to the over-all Indian problem and 
it was concluded that there is hope for further 
progress and accomplishment in the year ahead. 
Crippled Children 

Dr. Kinkade, Sub-Committee Chairman on 
Crippled Children, reported in detail the results 
of its Conservation of Hearing program, the 
result of effort of the Easter Seal Crippled Chil- 
dren Society. Six weeks of speech instruction 
in Flagstaff was provided this summer for the 
second season supervised by Lydia Newton. 
Twenty-seven children were in attendance and 
one of the best lip readers and speech instruc- 
tors in the country from Milwaukee and another 
from Chicago participated. The children resid- 
ing in all parts of the State ranging from pre- 
school age up to 17 and 18 years were selected 
for the course. The result was gratifying and 
it is hoped the work may be expanded in the 
future. 

A survey of national scope on polio and tonsil- 
lectomy was undertaken and completed with the 
assistance of Dr. Ward and his staff which sums 
up one fact that there is no connection between 
the two. Copies of the report are available to 
those who may find them of interest. 

Dr. Ward inquired as to whether or not it 
was the wish that his department take over the 
hard of hearing program. With the passage of 
the new. Social Security law additional federal 
funds will now be available in the State’s Ma- 
ternal and Child Hygiene program which might 
make it possible. Dr. Kinkade expressed the 
belief that this would be a proper thing at least 
as a beginning which will enable the Crippled 
Children Society to go on and do something else. 
Industrial Hygiene 

Dr. Present reported that the Association has 
been circularized by the Council on Industrial 
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Health of the AMA relative to an interim con- 
ference now passed held in Minneapolis on May 
10. On this occasion the Director of the Divi- 
sion of Industrial Hygiene of the Minnesota 
State Health Department announced plans for 
renewed activity in Industrial Hygiene Consul- 
tation Services together with the active promo- 
tion of a plan for part time Industrial Nursing 
Services to be made available to small Industrial 
units. It was pointed out that the Board has 
no organization or any set up for a program of 
Industrial Medicine. It is believed, however, that 
the industrial situation in Arizona is such that 
one is not needed at this time. Dr. Ward ex- 
pressed the view that the industrial problem 
in the State is more of an engineering one than 
medical at the present time. 
State Department of Health - Maternal and 
Child Health Director 

Communication from Dr. M. L. Mezera was 
presented and read advising that he is now the 
full time Maternal and Child Health Director 
of the Department and that he is now active in 
this particular field. It was indicated that the 
recommendation for such appointment origi- 
nated out of this Board and Dr. Ward stated 
that this recommendation is one that has been 
fulfilled. 
Standard of Medical Laboratory Services 

Communication from Dr. Palmer Dysart was 
presented in the matter of low standards and 
lack of control of clinical laboratories through- 
out the country. Legislation is sought to license 
laboratory technicians in Arizona. Dr. Ward re- 
ported that while most states have some kind 
of a licensing body regulating the operation of 
laboratories the problem at hand involves a 
question of need in this State. 

Meeting adjourned at 1 P.M. 

FRANK J. MILLOY, M.D. 


Secretary. 
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REPORT TO THE ARIZONA MEDICAL 
ASSOCIATION, INC. 


MARICOPA COUNTY 
CHEST X-RAY PROGRAM 


Your Executive Secretary, on Tuesday even- 
ing, October 10, 1950, in the Little Theatre of 
West Phoenix High School, attended a meeting 
called to discuss the possibilities of developing 
a free mass chest X-ray program to be under- 
taken in Maricopa County through the coopera- 
tion of state, county and municipal authorities 
and other interested groups, with the coopera- 
tion and assistance of the U. S. Public Health 
Service. In excess of 250 representatives of all 
groups from every section of the County were 
in attendance, and displayed an enthusiasm 
which assured its undertaking, financial as well. 

All persons 15 years of age or older residing 
in Maricopa County will be given the opportu- 
nity to obtain, at no cost directly to the indi- 
vidual, a free chest X-ray. These X-rays are 
expected to reveal approximately 3,400 persons 
in the County’s approximately 325,000 popula- 
tion to have tuberculosis, based on an estimate 
of the experience of 12 other cities in the United 
States where a total of over 5,000,000 X-rays 
have been completed. 

Now scheduled to move into the County pos- 
sibly in early February of next year will be at 
least 18 U.S.P.H.S. units, with a medical team 
of from two to seven for each unit. 

More than $35,000 of the $40,000 to be con- 
tributed by the County, et al., has been assured, 
to be matched by an expenditure approximat- 
ing $120,000 by U.S.P.HLS. 

Victor Baumann, vice president of the Greater 
Phoenix Tuberculosis and Health Association, 
presided. Talks were given by George V. 
Christie, its President; Dr. D. W. Melick, repre- 
senting Maricopa County Medica! Society; Dr. 
James P. Ward, Director of the State Depart- 
ment of Public Health; Dr. Paul W. McCracken, 
Director of the County Health Department; and 
Dr. James A. Dolce, Director of the City Health 
Department; Dr. Lloyd K. Swasey, Medical Di- 
rector of Arizona State Tuberculosis Sagitorium. 
The X-ray Project Committee of the Greater 
Phoenix Association inclxdes, besides Baumann 
as Chairman, Doctors Swasey, Harold Randolph, 
and Ralph Sprague. 
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To realize a successful result, the X-ray pro- 
gram must cover at least 90% of the population 
involved, and there was every evidence that 
this objective would be achieved, and for the 
first time the medical and health authorities of 
Maricopa County will have an accurate check 
on tuberculosis, which will be a forward step 
in the fight toward its eventual eradication. 

Respectfully submitted, 
ROBERT CARPENTER 
Executive Secretary 
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PRESIDENT’S ANNUAL REPORT 
SCHOOL HEALTH COUNCIL 
322 South Fifth — Tucson, Arizona 

August 1, 1950 


The School Health Council for Pima County 
was organized last August under the direction 
of Robert D. Morrow, Superintendent of the 
Tucson City Schools, and sponsored by the 
P.T.A. to aid in improving the health of indi- 
gent school children in this area. 

Realizing that such a program could not be 
entirely successful unless some financial aid was 
given in those cases where the family or the 
school could not provide remedial or preventive 
medical and dental attention for the child, the 
School Health Council established a Revolving 
Health Fund with donations received from many 
local groups interested in child welfare. 

In this, the President’s Annual Report, grate- 
ful acknowledgment of your generous financial 
support is given, as well as appreciation for the 
wholehearted cooperation the School Health 
Council has received from members of the Medi- 
cal and Dental Societies, Hospitals, and other 
Social Agencies which have enabled us to ar- 
range in some manner for the care of every child 
referred to us by the schools. 


HOW THE SCHOOLS HELPED 

At the outset, members of the Council realized 
that the all-important nucleus in its health pro- 
gram was the unit in each school comprising the 
nurse, the principal, the teacher, and the school’s 
P.T.A. health chairman. In most cases, the 
parents have acted promptly to correct the phy- 
sical defect through their family doctors. (The 
Council always follows the directions of the 
family doctors and dentists. When the family 
does not have one, it endeavors to have them 
make a selection. ) 


REVOLVING HEALTH FUND AIDS 

In those cases where investigation showed the 
family budget could not provide the needed care, 
and the child not eligible for medication under 
County Welfare aid, or as a dependent of the 
state, the case has been referred to the School 
Health Council coordinator. (This is true in the 
county as well as the city schools. ) 

TYPE FAMILIES SELECTED 


Under the plan adopted by our Council, a 
family with one child, earning not more than 


$100 per month above rent and utilities, is con- 
sidered eligible for care of its child. An extra 
$10 income was allowed for each additional 
child; thus a family of five children with an in- 
come of $140 plus rent and utilities is con- 
sidered eligible if the parent cannot finance care 
alone, or in part. 


Until the School Health Council was organ- 
ized in Pima County, the health of a large 
number of school children in these low-income 
families was neglected year after year. The chil- 
dren lost many days of school. Some were poor 
students merely because they could not see or 
hear clearly, or were undernourished. But in the 
year the Council has functioned, 622 cases have 
been cleared through the funds made available 
to us. 


VARIETY OF CASES HELPED 
Some idea of the type of cases presented by 


those children is illustrated in the following 
summary of cases treated. 
Heart Clinic 
Vision 
Refraction 
Glasses 
Eye, ear, nose, throat 
T & A Hearing Loss 
T & A General Health needs 
Medical 
T. B.—Lab. X-ray 
Surgical 
Lab.—X-ray 
Electroencephalogram 
Drugs 
Free Bed (for major surgery) .... 
Orthopedic 
Dental 
Rejected 


REJECTED CASES TREATED 
Twenty-two cases referred to the Council 
were rejected because the parent’s income ex- 
ceeded our limitations, but in each case the co- 
ordinator was able to arrange proper care for 
the child, usually by asking the doctor to take 
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the patient at a reduced fee the parent could 
afford, thus enabling the case to be cleared 
through the family doctor. The Medical and 
Dental Societies have been most cooperative in 
these instances because they know these cases 
are properly screened and there is a real need. 


CIVIC GROUPS SUPPORT 
It is a tribute to Tucson’s Civic groups that 
have established the Revolving Health Fund 
by their contributions that our School Health 
Council is, as far as we know, the only one in 
the United States financed entirely by voluntary 
groups, rather than by state aid. 


AGENCIES SUPPORT 


Because the coordinator is in touch with all 
organizations rendering aid, and knows all their 
rules and regulations and the type of cases 
they take, there has not been an instance where 
a child has not been properly cared for. In 
these cases already established services were 
used. Our policy has been to use the services 
available rather than to create other agencies 
which might prove duplicating agencies. The 
Easter Seal Society has provided the administra- 
tive service by loaning their Secretary, Mr. E. Jay 
Howenstine, who has served as coordinator. 


ANNUAL FINANCIAL REPORT 

Receipts 

From Parent-Teacher Associations. .$ 805.00 

Soroptimist Club 

Catalina Jr. Women’s Club 

Women’s Medical Aux. ............ 

St. Mary’s Hosp. Nurses Alumnae .. 

Kiwanis Club 

Anonymous 

Reimbursements 


Disbursements: 
Checks 1 to 121 inclusive, totaling .. 


Mrs. William Titsworth, Treas. 

August 25, 1950 

In computing the total cost of caring for the 
622 cases handled during the year, no financial 
accounting is made of 34 dental cases—courtesy 
of the Dental Society, 38 Heart Clinic cases— 
courtesy of Dr. A. J. Present, 7 free hospital beds 
and service—courtesy St. Mary’s Hospital and 
Tucson Medical Center, and the contributions 
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which private doctors made to the 22 “Rejected” 
cases. We note the following items which were 
paid direct by the organizations as listed: 


Easter Seal Society .......$ 938.00 
Lions Club 


Hutchison Fund 


$1,872.75 
School Health Council $2,347.09 
Total Expended 


B. E. Beck, President 





DOWELL LABORATORIES 


3% East 5th St., Tempe 


LU CRECE B. DOWELL, M. S. 








“Seeds for Security” 


DON A. SEEDS, C.L. U. 


Life Insurance Counselor 


WEST COAST LIFE INSURANCE CO. 
623 Security Bldg. 


Phoenix, Arizona Phone 3-1957 








CULVER’S REST HOME 
GLENDALE 
Reasonable Beautiful Acreage Accredited 
No Tuberculars or Open Carcinoma 
Cases Accepted 


120 W. B Street Phone 549 








PRESCRIPTION 
Complete line of 
Hospital Beds, Crutches, Trusses and 
Surgical Garments 


KELLY’S PRESCRIPTION SHOP 


45 East Broadway Phone 3-4701 
TUCSON 


D. F. Scheigert L. J. McKenna 
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ACCEPTED AND APPROVED BY 
@ American Medical Association 
@ Federal Communications Commission 


@ Underwriters Laboratory 


The New BURDICK MF-49 Diathermy 


Distributed in Arizona by 
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This is to announce that tissues for diagnosis are accepted by the following 
physicians who practice in Arizona, are not exclusively governmentally employed, 
and are qualified as pathologic anatomists: 
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WOMAN’S AUXILIARY 


MEETING OF THE EXECUTIVE BOARD OF 
THE WOMEN’S AUXILIARY 


The executive board of the Woman’s Auxiliary 
to the Arizona Medical Society met September 
27th, 1950 at the Old Pueblo Club in Tucson. 

Mrs. Herzberg greeted the board members 
and profusely thanked them for their excellent 
cooperation and for the enthusiasm displayed in 
their work. Much had been done throughout 
the summer to prepare the yearly program, and 
each committee chairman gave a resume of the 
work she hoped to accomplish this year. 

The Bulletin chairman, Mrs. J. C. Ehrlich, has 
alerted all county bulletin chairmen to get re- 
newals and new subscriptions, and to actually 
sell the bulletin this year by calling to the at- 
tention of the members the interesting articles 
contained therein, and that it is the only way to 
know and understand the functions of National 
and what Auxiliaries throughout the country 
are doing. Reading this publication cannot 
help but make all aware of the value and pur- 
pose of Auxiliary. 

Mrs. Carlos C. Craig, chairman of the Nurses’ 
Loan Fund Committee, gave an interesting re- 
port as to what had been accomplished to date 
and made suggestions as to the future function- 
ing of this very important committee. As you 
are aware, two girls are now in training with 
money received from this fund. Inasmuch as 
nurses already in training have requested finan- 
cial aid, it was recommended that this commit- 
tee be authorized to consider such requests and 
to give financial assistance provided the girls 
have the necessary qualifications. 

Much time was given to the discussion of 
programming. Mrs. George Enfield, chairman, 
stressed the extreme importance of having each 
county chairman give a short report at every 
meeting, informing the membership of what is 
actually being accomplished and what could be 
accomplished. There is much to be done and 
programs of interest should be planned around 
auxiliary activities. She stated further, that pro- 
grams should be timely, speakers interesting 
and suggested more audience participation. 
Above all, Auxiliary programs should be plan- 


ned to inform doctor's wives how to be good 
public relations ambassadors to other organiza- 
tions and in the community at large. 


Our publicity chairman, Mrs. Matthew Cohen, 
stressed the fact that she is dependent upon the 
cooperation of the State officers and County 
Publicity chairmen for news items; that when 
requested, they immediately prepare an article 
and submit pictures with biographical sketches. 
Arizona Medicine is our medium for publicity 
and inasmuch as this magazine is sent to every 
doctor’s wife throughout the State and to the 
Chicago Office of the National Auxiliary, we 
should extend every effort to see that timely and 
interesting articles get into the magazine. The 
deadline for the magazine is the 15th of each 
month. 


Public relations and health activities being so 
closely related, will work hand-in-hand. The 
State Society has requested the help of the 
auxiliaries in furthering its drive for club en- 
dorsements against compulsory health insurance. 
Some 1500 organizations were contacted by the 
Society and it is now up to the organized auxil- 
iaries and the members-at-large throughout the 
State to follow through. This is a very im- 
portant project and means much work, the suc- 
cess depending upon the full cooperation of all. 
A further project to be investigated is aid to 
the Visiting Nurses Association by volunteer 
help. It is hoped that when this project is pre- 
sented to the auxiliaries, the membership will 
respond and give time to this worthwhile or- 
ganization. 


Timely legislation will be relayed to the county 
legislation chairmen by Mrs. Louis Hirsch, State 
chairman, with a request that sufficient time be 
allotted at each county meeting to convey such 
information to the members. This should be 
a “must” at each county meeting so that doctor’s 
wives are informed and able to disseminate 
proper information, and to enable them to be en- 
lightened voters. 

Mrs. D. L. Secrist, lst vice-president, hopes 
to reactivate members, bring in new women 
and attempt to organize some of the members- 
at-large. 
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The board anticipates cooperation of all 
auxiliary members. Those attending this meet- 
ing were: 

Mrs. Benjamin Herzberg, President, Phoenix; 
Mrs. Royal Rudolph, President Elect, Tucson; 
Mrs. R. Lee Foster, Finance, Phoenix; Mrs. Don- 
ald Carlson, Health, Phoenix; Mrs. Hollis Brain- 
ard, Today’s Health, Tucson; Mrs. Louis Hirsch, 
Legislation, Tucson; Mrs. Delbert Secrist, Or- 
ganizations, Tucson; Mrs. J. D. Hamer, Parlia- 
mentarian, Phoenix; Mrs. George Enfield, Pro- 
gram, Phoenix; Mrs. L. L. Tuveson, Public Rela- 
tions, Phoenix; Mrs. Thomas Bate, Revisions, 
Phoenix; Mrs. Carlos C. Craig, Nurses Loan 
Fund, Phoenix; Mrs. Brick P. Storts, Treasurer, 
Tucson; Mrs. Charles Starns, Director, Tucson; 
Mrs. A. E. Cruthirds, Corresponding Secretary, 
Phoenix; Mrs. Karl Harris, Maricopa County 
President, Phoenix; Mrs. Roy Hewitt, Pima 
County President, Tucson; and Mrs. T. C. Har- 
per, Gila County President, Globe. 

Respectfully submitted, 


Mrs. Matthew Cohen, Publicity Chairman 
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MARICOPA COUNTY ACTIVITIES 

The annual fall luncheon of the Woman's 
Auxiliary of the Maricopa County Medical Asso- 
ciation was held Tuesday, October 10, at the 
Arizona Country Club. The meeting honored 
all new members of the past year. 

Mrs. John Findley, hospitality chairman, in- 
troduced Mesdames John L. Ford, John F. Mc- 
Kenn, and Robert W. Ripley of Phoenix and 
Mrs. Fred Ewart of Mesa. 

The program for the Southwest Medical Asso- 
ciation Convention to be held in Phoenix Thurs- 
day and Friday, October 26th and 27th was an- 
nounced by Mrs. Robert Cummings. 

The auxiliary approved the board’s recom- 
mendation that the auxiliary members contribute 
one half day per week to the Visiting Nurse 
Service at the Social Service Center. 

Mrs. Karl Harris, new president, presided. 

Those so desiring remained to play bridge 
and canasta after the meeting was adjourned. 

Respectfully submitted, 


Mrs. John Eisenbeiss, Phoenix, Arizona 


Left to Right: Mrs. Charles Van Epps, Phoenix 

(Serving), Mrs. John L. Ford, Phoenix, Mrs. 

Robert Ripley, Phoenix, Mrs. John McKenna, 

Phoenix and Mrs. Fred Ewart, Mesa, Arizona 

are the new members to the Maricopa County 
Medical Auxiliary. 
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PUBLIC RELATIONS 


As Public Relations Chairman of the Woman’s 
Auxiliary to the Arizona Medical Association, I 
have recently written to the various county 
Chairmen asking their support and cooperation 
in the state program. 

A Meeting was held this summer with the 
members of the Public Relations committee of 
the Arizona Medical Association. It was agreed 
that the way in which the Auxiliary could be of 
most aid was to follow through with the en- 
dorsement program already well started by them. 
These gentlemen stated that this was the most 
pressing need at the moment and the State 
Auxiliary agreed to do its utmost to supplement 
their program. 

The central office has mailed packets to many 
hundreds of organizations asking them to go on 
record against Socialized Medicine. These 
packets included a letter from Dr. Robert Hast- 
ings requesting their aid, various literature and 
a sample resolution to be used or copied if de- 
sired. 

As these were all mailed out during the sum- 
mer and many organizations were not function- 
ing, the response has quite naturally been slow. 
Our job is to follow through by contacting these 
people, finding out if anything has been done, 
and if not, urging that it be taken up as soon 
as possible. 


Several methods of approach have been sug- 
gested. To some a letter can be sent, to others 
a personal interview or even a phone call is 
more effective. Auxiliary members who belong 
to any of these groups can naturally be of great 
service. 

County chairmen have received (1) a list of 
names to whom this packet was sent, (2) a 
sample resolution, Dr. Hastings’ letter, and litera- 
ture contained in the packet, (3) a suggested 
letter to be used by them in contacting these 
people, and (4) a list of the organizations who 
have taken action in favor of the Voluntary 
Way. 

The two main points being stressed are these: 
First, try to get action taken and second, let the 
central office know as soon as possible when they 
do. We feel it is of little value unless we 
know about it, and get it on file at National 
Headquarters. 

The Public Relations Chairman has no other 
statewide plan at the moment. It is felt that 
the local chairmen knew their own problems 
best. I do wish to stress the fact that whenever 
the Auxiliary can help shoulder the civic respon- 
sibilities in its own community it is of inestimable 
value. 

Mrs. L. L. Tuveson 
Phoenix, Arizona 





W. A. BISHOP, Jr., M.D., F.A.C.S. 


1313 North Second Street 





THE ORTHOPEDIC CLINIC 


For the Treatment of Fractures, Diseases and Surgery of 


the Bones and Joints 


ORTHOPEDIC SURGERY 


Diplomates of the American Board of Orthopedic Surgery 


ARTHRITIS 
DeWITT W. ENGLUND, M.D. 


Phoenix, Arizona 


ALVIN L. SWENSON, M.D. 


Phone 8-1586 
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DRUGGISTS’ 


DIRECTORY 





THE INTERNATIONAL 
PHARMACY 


Ethical Prescription Pharmacy 
Phone 302 


212 Main Street Yuma, Arizona 





JOHNSON’S DRUG STORE 
PRESCRIPTIONS 


“Service you will like” 


Corner Speedway and Park Avenue 
Phone 2-8865 Tucson, Arizona 








R & B DRUG STORE 
Prescription Pharmacists 


Phone 363 


Yuma, Arizona 





STONE AND 3RD PHARMACY 


Let us serve you and your patient 


Phone 3-6041 
749 N. Stone 


(Cor. 3rd and Stone) Tucson, Arizona 








DENMAN AND THOMPSON 


“The Friendly Store” 
Health Sundries 


Gila Bend, Arizona 


WILSON PHARMACY 
PRESCRIPTIONS 


El Mirage, Arizona 














FOX DRUG STORE 
PRESCRIPTIONS 


(Directions in Spanish) 


2nd and Jefferson Phone 3-0830 
Phoenix, Arizona 


ENSMINGER PHARMACY 
RELIABLE PRESCRIPTIONS 


121 North Cortez 


Phone 188 Prescott, Arizona 














HODGES PHARMACY 
The REXALL Store 


Phone 7982 Eloy, Arizona 


HAMILTON’S DRUG 
The REXALL Store 


Benson, Arizona 











PALMER’S PHARMACY 
MORTON PALMER, R.Ph.G 


1027 East 6th Street 
Tucson, Arizona 


FLORES PHARMACY 
(FARMACIA FLORES) 


“Your Nyal Service Drug Store” 
W. Congress and Meyer Sts. Phone 3-3362 


Tucson, Arizona 








JONES DRUG COMPANY 
DEPENDABLE Rx SERVICE 


Two Convenient Locations 
111 East Congress - Phone 2-6437 
1225 South Cherry - Phone 3-3164 
Tucson, Arizona 














LA CONCHA DRUG STORE 
MONTE DAVILA, Prop. 


415 South Meyer - Phone 2-4191 
Tucson, Arizona 











MARTI DRUE CO. 


AMi1OMA OWN SEUe STORES 


28 Registered Pharmacists 


Tucson Casa Grande 
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